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INTRODUCTION TO 
THE PORTFOLIO
The contents of the PsychD in Psychotherapeutic and Counselling Psychology was di­
vided into three sections; academic study, therapeutic practice and research. This port­
folio is divided into the same categories and each draws from all three years. Thus each 
area presents a general overview of the course.
The academic study dossier contains three essays and two reports. The therapeutic 
practice dossier contains an overview of my placement experiences, a summary of my 
integration of theory and practice, four client studies and a discussion of process issues 
based on two therapeutic sessions. The research dossier contains one literature review 
and two empirical studies.
ACADEMIC
STUDY
Introduction to academic study dossier
During my three years of academic study I have written essays and reports on a range 
of areas within counselling psychology. I have included in this dossier a selection from 
these three years which represents the development of the theoretical foundation of my 
therapeutic practice. I have included in the essays and reports the topics of assessment, 
aims of therapy, cognitive-analytic therapy, harm reduction and interpretation.
Assessing a client's suitability for short-term cognitive psychotherapy 
INTRODUCTION
In order to benefit fi-om short-term cognitive therapy clients need to proceed through a 
fairly complex and demanding course. Put simply this includes, first understanding that 
psychological disturbance is mainly determined by the absolutist beliefs that they hold 
about themselves, others, and the world; second, practising in the present and future to 
think, feel and act against these irrational beliefs; and finally, to surrender their irration­
alities thereby making themselves significantly and enduringly less disturbed (Dryden & 
Yankura, 1993).
Not all clients intending to embark on psychotherapeutic self-development will satisfy 
the intellectual, emotional and behavioural requirements that maximise the likelihood 
of outcome success. In the wake of drive for efficiency this has encouraged increasing 
attention to assessing client suitability prior to the commencement of treatment 
(Davanloo, 1980; Malan, 1976; Mann, 1973, Sifheos, 1972; Strupp & Binder, 1984). 
This essay will consider those variables, organised under two headings - psychological 
ability and active participation - that should be considered when determining a client's 
suitability for short-term cognitive therapy.
PSYCHOLOGICAL ABILITY
Since Freud's time, valid insight, 'seeing into' the deep structure of one's formerly 
repressed conflict motives, was said to yield a significantly better integrated, more 
flexible, and more maturely functioning ego. Consequently insight came to be held as 
the central curative factor of dynamic therapy.
Engagement in cognitive therapy similarly requires a certain amount of emotional 
ability. According to Mahoney (1991) much cognitive processing occurs at the tacit 
(i.e. unconscious) level. It reflects basic assumptions, premises, and world hypotheses
that act on the information available to us. There are several aspects to 'emotional 
literacy', which are considered below.
Psychological mindedness
The nature and complexity of cognitive therapy make it necessary for a client to under­
stand and accept the fundamental premise of the cognitive model - which claims that 
our cognitive processes causally affect our behaviour and emotions (Beck & Weishaar, 
1989); while acknowledging the recursive and reciprocal set of causal influences that 
exist among the domains of cognition, behaviour, and emotion (Meichenbaum, 1977). 
Fennell and Teasdale (1987) have suggested that those who accept the rationale for 
cognitive therapy do considerably better than their counter-parts. Simons, Lustman, 
Wetzel and Murphy (1985) argue that this may be because the skills taught in cognitive 
therapy rely on a pre-existing repertoire reflected in the ability to self-control.
The implications of this is that if clients do not adequately understand or accept the 
idea that their thoughts might causally affect their emotions and behaviours then, being 
insufficiently 'psychologically minded', cognitive therapy may not be the most suitable 
approach.
Recall of relevant history
In order to utilise this psychological mindedness clients must be able to recall relevant 
history which is relevant to develop understanding of their attitude and schemata for­
mation, expectancies, causal attributions, conscious and unconscious self-statements, 
and expected scripts and roles for self and others, which need optimising in order to fa­
cilitate psychological functioning and emotional well-being. Relevant history must also 
include the clients definition of the problem in terms of predictable patterns of behav­
iour which the client recognises as unsatisfactory (Marshall & Turnbull, 1996).
Identification of relevant affect
Not only must clients be able to recall relevant histoiy and destructive predictable be­
haviour patterns, but additionally they should have an ability to label internal afifective
States. This concept is referred to as emotional intelligence which describes the set of 
cognitive skills that enable people to monitor and regulate their own and others' feel­
ings. These cognitive skills should include the capacity to mentally represent and elabo­
rate their emotions, and associate them with the relevant historical events.
Identification of relevant thoughts
Emotional awareness facilitates the process of cognitive therapy by isolating relevant 
negative, selective, egocentric, rigid and self-critical cognitions which are related to the 
problems a client might be experiencing. In order for the therapeutic course to proceed 
it again relies on specific abilities of the client. Having been guided by the therapist to 
the relevant cognitions the client must be able to identify them and further explore a se­
ries of significant pathological attitudes, schemata, expectancies, causal attributions, 
conscious and unconscious self-statements, and expected scripts and roles for self - a 
process which does not promise to be easy or rational but may rely on intuitive explo­
ration with a skilled therapist.
Awareness of unconscious life
The cognitive model acknowledges the distinction between conscious and unconscious 
cognition (Mahoney, 1991). According to Mahoney, much cognitive processing occurs 
at the tacit (i.e., unconscious) level. It is automatic, overarching, and out of our day- 
to-day awareness. The tacit level consists of the rules and strategies that guide and di­
rect information processing. It reflects basic assumptions, premises, and world hy­
potheses that act on the information available to us. A client of cognitive therapy must 
recognise the existence of unconscious cognitions and be able to access these tacit 
processes.
Insight
Finally, the client suitable for cognitive therapy will not only be psychologically minded 
and have access to relevant history, behaviour, affect and conscious and tacit cogni­
tions, but they will also be able to utilise their psychological mindedness and develop
an understanding of how their history, thoughts and emotions may interrelate and influ­
ence their present state of suffering.
This concept is not exclusive to cognitive therapy but has its roots in psychoanalytic 
therapy which maintains that valid insight, 'seeing into' the deep structure of one's 
formerly repressed conflict motives, yields a significantly better integrated, more 
flexible, and more maturely functioning ego. From such claims insight development 
came to be held as the central curative factor of dynamic therapy.
Cognitive therapy subsequently integrated the process of insight into its theory and 
accepted it as an inherent part of the therapeutic process (Strong, Wambach, Lopez & 
Cooper, 1979). Self-understanding, though not an end in itself, was considered to lead 
the way to a collaborative process of empirical investigation, reality testing, and 
problem solving between therapist and client (Beck & Weishaar, 1989).
Because of the intermediate goal of cognitive therapist's to develop the client's insight 
into their conscious and tacit processes (Mahoney, 1991), clients must have this 
capacity for insight in order to develop self-understanding. Conversely, when 
individuals do not demonstrate potential for insight into established links between their 
thoughts, feelings and behaviours and understand the relevance to their problems they 
are often deemed 'alexithymie' (Taylor, 1985) and unsuitable for cognitive therapy 
(Fennell & Teasdale, 1987).
ACTIVE PARTICIPATION
A potential client of short-term cognitive intervention must not only demonstrate the 
psychological ability to engage in the challenging and complex process of exposing and 
invalidating ineffectual underlying schemas but they must also demonstrate a willing­
ness for active participation in several domains as indicated below.
Motivation
One of the salient features of cognitive therapy is the collaborative enterprise between 
therapist and client in their exploration and modification of dysfimctional behaviours. 
This, is often a demanding exercise, which makes it necessary for the client to possess 
motivation for change.
Theorists have argued that the pain of a client's symptomatology and their distress over 
limitations in their functioning act as powerful motivation for psychotherapy. Never­
theless, the therapist must be aware of tacit processes which often act in opposition to 
the conscious motivation. These include any negative affect associated with symptom 
resolution, the need for self-punishment, or the need to defeat the therapist (Koe- 
nigsberg, 1985).
Consequently therapists must be aware that the client is not only motivated for re­
moval of the symptoms, but also motivated to tolerate the exploration and uncovering 
of character problems by self-scrutiny, and also motivated to persevere through nega­
tive affect arising from behavioural modification (Davanloo, 1980). Unless the client is 
prepared for the self-examination and personal modification of the therapy they will be 
unlikely to complete the treatment. This requirement is confirmed in studies by Golden 
(1983) who identified that clients with higher motivation are significantly more produc­
tive in therapy, and concluded that motivation is a necessary ingredient to engage suc­
cessfully in therapy.
Identification of relevant goals
Clarification of whether the client is able to establish a reasonable goal to be accom­
plished within a short-term framework also provides important information (Fennell & 
Teasdale, 1987; Persons, Bums & Perloff, 1988). The ability to identify relevant goals 
is necessary for several reasons. First, it is a fimdamental part of entering into the 
therapeutic process. In the initial stages of cognitive therapy the client defines the iden­
tified problem in terms of current and predictable behaviours and cognitions, and then 
identifies clear cognitive-behavioural goals (Marshall & Turnbull, 1996). Second,
because of the nature of short-term intervention it is not possible to examine all aspects 
of the client's life or areas of conflict during the course of treatment, thus a well de­
fined list of goals provides a focus from which client and therapist can efficiently work. 
And third, it provides a reference source for identifying progress made during the 
treatment. Thus, suitable clients will have the capacity to make a list of precisely what 
symptoms, problems, and complaints they wish to put right.
Hidden and inappropriate agendas
Golden (1983) has noted that 'hidden agendas' can also impede client progress. It is of­
ten difficult to identify such agendas, particularly early on in the therapeutic process 
when clients are 'motivated' to keep them hidden. While it would be best to identify 
these before therapy begins it may be that therapists never become aware of the pres­
ence of such agendas which may jeopardise intervention.
In addition to hidden agendas, the client's life must be in a reasonable order during the 
period of short-term cognitive intervention; little time is available to deal with matters 
of the client's everyday life unless they are a reflection of the focus being examined. A 
client with secondary chaotic problems involving money, living arrangements, jobs, re­
lationships, etc., that would be too distracting may be unsuitable for short-term cogni­
tive intervention.
Homework
Cognitive therapy is a self-help therapy requiring hard work fi-om the client, particu­
larly in the area of homework. According to Beck, Rush, Shaw, and Emery (1979) 
homework is 'an integral, vital component of treatment'. Studies by Fennell and 
Teasdale (1987) have supported this assertion and they suggest that those who find 
their first homework assignment a success are more likely to have positive outcomes. 
Similarly Persons et al., (1988) found that compliance with homework assignments 
was predictive of outcome.
Consequently clients must not only have the necessary motivation to engage in home­
work but also have the capacity to do so. The more severe the disorder the more diffi­
cult and demanding are the tasks of carrying out homework assignments and 
challenging dysfunctional thinking.
Personality
Another factor which may suggest contraindications to cognitive therapy is the exis­
tence of an Axis II personality disorder diagnosis in DSM-IV. People with major diffi­
culties in the way they relate to others often bring these difficulties into the therapy 
session. Consequently dependent personalities may wish to develop a very close rela­
tionship with the therapist; which would be counter-therapeutic in that it would rein­
force the clients' approval needs.
Alternatively some clients may either bring negativism into therapy or rebelliousness 
against the therapist (Golden, 1983). Ellis (1983) identified clients who did poorly in 
therapy as those characterised by grandiosity and stubborn rebelliousness and who re­
fused to do cognitive assignments. Persons et al., (1988) also found that premature ter­
mination was more likely in patients with personality disorders.
Beck and Freeman (1990) have listed signs of the presence of a significant personality 
disorder that is likely to impede therapeutic progress: life-long problems, persistent 
treatment non-compliance, blocked progress, lack of insight and motivation, and resig­
nation to 'that's the way I am'. Young (1990) adds to this list interpersonal problems 
with the therapist at interview, and lack of psychological mindedness.
Kemberg (1975) has contributed that chronic, long-term problems may reflect the 
presence of enduring dysfunctional, psychotic, narcissistic or antisocial characteristic 
styles that may be a barrier or unresponsive to cognitive therapy; or alternatively con­
tribute to premature dropout. Thus, while branches of cognitive therapy designed for 
longer-term schema focused work may be suitable for clients with such personality dis­
orders they are less suitable for short-term cognitive intervention.
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Therapeutic alliance
The final demonstration of ability for active participation is the ability of the client to 
develop and maintain a working alliance (Bordin, 1979), which relies on the stability of 
the client's personality. This is because of the belief that the extent to which the thera­
pist's behaviour and interventions are heard and infiuential depends on the client's per­
ception of their relationship. Furthermore, clients must be able to cope with feelings 
that are aroused in the therapeutic relationship without responding to them impul­
sively, and between sessions must continue to function in their normal life.
According to Clarkson (1995) there is a growing wealth of studies (including Lubor- 
sky, Crits-Christoph, Alexander, Margolis & Cohen, 1983; O'Maley, Suh & Strupp, 
1983) demonstrating that it is the relationship between the client and psychotherapist, 
more than any other factor, which determines the effectiveness of psychotherapy, in 
the terms of success as defined by the client. That is, success in therapy can best be 
predicted by properties of the relationship between therapist and client (Norcross & 
Goldfried, 1992).
CONCLUSION
This review of the assessment of a client's suitability for short-term cognitive therapy 
has necessarily considered the theory and practice of the modality. It has implied that 
not all clients have the necessary personal qualities to understand the theory and en­
gage in the practice of this orientation. Appropriate clients will be expected to have a 
suitable level of both psychological ability and willingness to participate in the demand­
ing and complex pursuit of personal psychological development through short-term 
cognitive therapy, with the aim of symptom reduction.
Such a review would be incomplete if it ended by leaving a possible misunderstanding 
that many clients are unsuitable for any therapy. With over a century of research and 
the development of over 400 psychotherapeutic modalities (Clarkson, 1995) it can
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rightly be expected that there is something to be offered to many of those who may fall 
outside the boundaries of suitability for short-term cognitive psychotherapy.
Some of those unsuitable for the self-help intervention of short-term cognitive therapy 
may prefer a supportive psychotherapy in which they assume a more passive role and 
leave the therapy to the therapist.
Other clients who are more resistant to the therapist may best be suited to longer-term 
psychotherapy, where work is perhaps slower, in order to manage the increased anxi­
ety and allow the client to spend time learning to be led by the therapist's formulation 
and associated suggestions. At this point they may be able to progress to more intense 
work. It must finally be said that some potential client's may indeed fall through the 
suitability net for all current forms of psychotherapy, they must presently turn to other 
forms of therapy.
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A comparison o f the idiosyncratic set o f aims o f psychodynamic therapy and cogni­
tive therapy
INTRODUCTION
Cognitive therapy arose largely out of the challenging discontent with psychodynamic 
therapy, and developed a separate concept of normal human development, a separate 
philosophy of pathology, a separate collection of techniques and a separate set of aims. 
In this essay I intend to compare the separate set of aims associated with both psy­
chodynamic and cognitive therapy, and will attempt to partially reconcile the divergent 
understanding of their respective aims. With this objective in mind I will first present 
separately the background theory and aims of the psychodynamic model and the cogni­
tive model. I will then make a comparison between the two sets of aims, and finally 
conclude that while there are some differences in focus there is a critical point of over­
lap between the two therapies.
PSYCHODYNAMIC THERAPY 
Fundamental psychodynamic concept of pathology
The aims of psychodynamic therapy are based on a theory of human psychopathology 
which claims that unpleasant events causing anxiety are repressed using selective mem­
ory; an unconsciously motivated psychological event. The unconscious system into 
which these events are repressed obeys the pleasure principle and seeks pleasurable 
states of the psyche, but would ignore external reality without the guidance of the con­
scious and preconscious perceptual system. Consequently, while individuals are oblivi­
ous of the forgotten content of the unconscious, they are nevertheless influenced in 
their behaviour by the very same repressed content.
Thus, while consciousness can be defined as mental processes which potentially regu­
late behaviour by rationality, the unconscious is described as a reservoir of uncontrolla­
ble forces, an irrational system of drives and impulses. The behaviour guided by
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unconscious forces is thought to be impulsive, driven incomprehensibly, disorganised, 
and lacking in intentional monitoring. Consequently the irrational and strange behav­
iour of a person suffering form psychotic symptoms or of people showing uncontrolla­
ble compulsive habits or irrational fears is thought to arise from uncontrollable 
unconscious energies.
Aims
Upon this theoretical explanation of psychopathology is founded a set of goals. This 
set of goals, peculiar to the model of psychodynamic therapy, is based on the concept 
of self-understanding or 'insight'; a term frequently used by Freud.
Therapist’s interpretation leading to insight - Psychodynamic therapy argues that 
the repressed meanings hidden deep in the client's unconscious can be brought to atten­
tion by the gradual and careful interpretation of transference issues, the client's resis­
tance, free associations and dreams.
By providing such understanding of these hidden meanings the therapist aims to re­
verse the process of repression and bring unconscious material to light (Schilder, 
1939). From this the client gains insight into their primitive emotional and behavioural 
patterns, thereby increasing their level of self-awareness (Dryden, 1990).
Client’s experience and behaviour leading to insight - Not only can the client gain 
insight through interpretations offered by the therapist but also through the client's 
own experience and behaviour provided and stimulated by the therapeutic setting. 
First, by putting thoughts, feelings, wishes, problems and so on into words these mat­
ters, previously existing somewhere in the mind, can become more clearly formulated. 
Many of the things which the client discovers about him/herself are things which they 
may say that they knew all along but never clearly recognised. Such insights may have 
occurred before, but so briefly that they have not been fully registered. Through talking 
about them it is possible to clarify both what the client knows and what they do not 
know (Storr, 1979).
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The therapeutic setting also encourages insight for the client by providing the means 
whereby they can detach themselves both from the external world and the inner world 
of their own emotions and thoughts. By talking in the therapeutic environment the cli­
ent is, at least at that moment, no longer possessed by it. And through such a process 
the client can objectify and stand back from their own experience and critically reflect 
upon it. Words about the self make possible a psychical distance from the self, a dis­
tance, which allows understanding, control, and willed, deliberate change.
Finally the client can gain insight from the emotional re-enactment of previous conflicts 
which gave rise to the disturbance and prevented the ego from growing to maturity. 
Such regression enables the client to recognise their primitive emotions and behav­
iours. When repressed behaviours, thoughts, and feelings are directed to the therapist 
in the transference neurosis the client can recognise that his or her reactions are no 
longer suited to the present (Patterson, 1986). This participation of the client provides 
insight into the inappropriateness of various behaviours and mental contents.
Resolution of previous conflicts - As mentioned above, insight into childhood con­
flicts can be gained through interpretation and therapeutic experience. A further aim of 
psychodynamic therapy is for the client to resolve these issues which have been raised. 
The theory proposes that the insight gained through this recreated conflict in the trans­
ference is done in the more favourable setting of the therapeutic relationship. Because 
the therapist reacts differently from the significant individuals in the client's early expe­
rience, by not evaluating or judging, the client undergoes a 'new experience'. In this 
new experience the therapist allows the client to resolve the conflict in light of adult re­
ality (Levenson, 1992).
Developing the ego - This resolution of childhood conflicts further aims to free the cli­
ent from the current application of primitive emotional and behavioural patterns which 
would otherwise distort or restrict life in the present and future. In psychodynamic 
terms insight, which moves unconscious material to consciousness, nurtures the 
stunted ego which was prevented from growing in an adult fashion. The aim of
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psychodynamic therapy is the growth of the ego through the analysis of resistance and 
transference, allowing the ego to solve the unconscious conflicts (Goldman & Milman, 
1978). Indeed Strachey (1934) argued the view that ultimately the only helpful or mu­
tative interpretations are those aimed at 'modifying a patient's over-strict Super-ego'.
Freud himself wrote of insight developing the strength of the ego; 'Where id was, there 
ego shall be.' (Freud, 1933). Here Freud was considering the id to be the primitive 
emotional and behavioural patterns which were constructed to function as defences to 
the childhood conflicts. And the therapeutic aim being to develop the stunted ego and 
liberate the client from the limitations of impulsive 'id behaviour'.
Freedom - If this concept of liberation is developed we can see a further aim of psy­
chodynamic therapy. By introducing the reality principle into the workings of the 
pleasure principle the client can be freed from the pathogenic influence of disturbing 
memories and experiences (Szasz, 1965). Consequently the aim of therapy should be 
to release some of the inhibitions initiated by the client's 'over-socialisation', to allow 
them to become more spontaneous and creative - to be freer.
This aim of psychodynamic therapy can be seen to be the destruction of the client's 
persistent, puerile superego; to liberate them from the automatic, unconscious influ­
ences exerted by their infantile introjects or, in plain English, from the ideas that have 
been drilled into them as a child.
This freedom is about equipping the client with a greater capacity to make choices. In 
effect the client may be freed from 'neurotic', unconsciously determined, stereotyped 
behaviour, in favour of chosen, consciously determined, selective behaviour (Szasz, 
1965).
Eliminating symptoms by changing defences and modifying behaviour - The aims 
which have been considered thus far also address the notion of freedom from auto­
matic, primitive behaviour. This goal itself clearly leads to a fiirther aim - that of
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changing defences, modifying behaviour and eliminating symptoms (Dryden, 1990). 
Having gained insight into their inappropriate behaviour, and thereby been provided 
with the freedom to select and discriminate, it is expected that the client will conse­
quently modify behaviour. Such insight might encourage change by helping the client 
to begin experimenting with other ways of behaving.
Generalising through new identity and greater ’soulfulness’ - A final aim, perhaps 
the culmination of those aims discussed above, is to influence clients in the direction of 
greater 'soulfulness', tolerance, passion, and independence of spirit (Dryden, 1990). 
Through the therapeutic experience the formerly troubled client, now freed of neurotic 
anxiety, faces the continuing challenges of life on a more mature level, with greater en­
ergy and a new sense of identity.
With this comes the leamed ability to interpret behaviour and dynamics outside of the 
therapeutic setting. The client should be able to carry on the process in life independ­
ently. Thus, it is not important that all the dynamics are uncovered, but that an active, 
ongoing process is initiated. In many instances insight may not have been gained into 
the deeper layers of the personality but because of the developed awareness of the self 
and the complexity and contradictions of human existence, and clients can generalise 
their new knowledge experience and insight, this itself making therapy successful.
COGNITIVE THERAPY 
Background and development
From the beginning of Freud's theories, and subsequent related therapies, intervention 
based on psychodynamic principles were challenged from various perspectives. By the 
1960's growing dissatisfaction with the complexity and abstractness was clearly evident 
in various writings (e.g. Beck, 1963). Such criticism rejected certain fundamental con­
cepts and aims of the psychodynamic model, including unconscious processes, histori­
cal material, and the reliance on interpretation and insight.
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Beyond philosophical disagreements with some of the basic tenets of psychodynamic 
models, reviews of the experimental literature suggested that the efficacy of traditional 
psychotherapy was not particularly impressive (e.g. Luborsky, Singer & Luborsky, 
1975). Out of these criticisms unfolded, among others, the widely regarded therapy 
know today as cognitive therapy (Dobson, 1988).
Fundamental cognitive concepts of pathology
Cognitive psychology argues that in the course of development, people acquire a vast 
store of information, concepts, and formulas for dealing with the psychological prob­
lems of living. This knowledge is applied through observing, developing and testing 
hypotheses, and making judgements. People learn to use the tools of common sense - 
forming and testing hunches, making discriminations, and reasoning - to resolve con­
flicts and judge whether they are reacting realistically to situations.
Beck (1976) posited that numerous disorders are the result of erroneous, 'automati­
cally negative' thoughts about the self and about self-worth. As a result, these individu­
als focus unwittingly on the negative aspects of their life and personality. When such 
automatic thoughts are continuous, the person's mood is negatively affected, some­
times to the extent of clinical depression.
Aims
It is this theory that forms the foundation of cognitive therapy. The two central con­
cepts beyond this idea that mental activity affects behaviour are that cognitive activity 
may be monitored and altered, and symptoms may be eliminated through this cognitive 
change (Dobson, 1988). While cognitive therapy has been studied in numerous out­
come studies and found to be of equivalent effectiveness in most cases with psychody­
namic therapy (e.g. Shapiro & Frith, 1987; Luborsky et al., 1975) it still is based on a 
very different set of aims.
Identify the information processing errors - The first aim of cognitive therapy then, 
is to elicit the client's automatic thoughts, and to recognise the relations between these
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cognitions and their behaviour (Dobson, 1988). Such monitoring can give an under­
standing of apparently unrealistic emotional reactions.
Changing negative automatic thoughts - Having identified items responsible for 
psychopathology, it follows to test the validity of these automatic thoughts in order to 
substitute more realistic cognitions. The intention is not to restructure all of a person's 
irrational beliefs, but only those which are causing problems. By learning to identify 
and alter these underlying assumptions or beliefs client's remove the predisposition to 
engage in faulty thinking patterns and associated negative behaviour (Guidano & 
Liotti, 1983). This is executed by taking a scientific, experimental approach to each 
item. The accuracy of the thought is identified by searching for the evidence in support 
of it and against it.
Eliminating symptoms - The final aim of cognitive therapy is that these reformed 
thoughts will affect the mood and behaviour which the client initially presented. Fur­
thermore, this learned skill of challenging thoughts can be used not only to deal with 
the current episode of distress, but can also be re-employed if problems recur.
PSYCHODYNAMIC AND COGNITIVE AIMS COMPARED
It is clear that both the psychodynamic and cognitive sets of therapeutic aims are heav­
ily dependant on the underlying theory of psychopathology. Because of the divergent 
theories it could be anticipated that this distance will be reflected in a comparison of 
the aims. Having identified the aims it is now possible to make this comparison be­
tween the two therapies.
Focus on cause
First, it is evident fi*om what has been recognised so far that, because of the signifi­
cance that psychodynamic therapy attributes to the cause of psychopathology, the ini­
tial aim is to identify with the client the historical cause of their pathology. This aim
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becomes the foundation of the next aim - that of developing insight into the client's 
current unconscious processes.
Cognitive therapy, on the other hand, pays little attention to the causes of psychopa­
thology. It assumes that these early learning experiences, traumas and chronic stresses 
can all lead to idiosyncratic beliefs and attitudes which make a person vulnerable to 
psychological disturbance. Nevertheless, cognitive therapy in practice renders the aeti­
ology not significant. Consequently the identification of causes does not feature on the 
list of aims for this therapeutic model.
Incongruence of unconscious and unnoticed material
While psychodynamic theory posits a view of the unconscious which cognitive therapy 
rejects, including the unconscious being the source of emotional disturbance, and that 
it requires the existence of a trauma or threat, I will argue that the aims of psychody­
namic therapy and cognitive therapy can be integrated at this crucial point.
Psychodynamic therapy purports that incongruence needs to be pointed out, and 
brought to awareness in areas of repression, splitting, inhibition, and various other de­
fences which are based on a distortion of reality. Cognitive therapy, on the other hand, 
argues that while these thoughts might not have been noticed recently, or are out of 
awareness, they are still within consciousness (Kanfer & Goldstein, 1986). But this 
does not preclude the possibility of integration, for cognitive therapy is also based on 
the bringing to awareness of incongruences, including such inconsistencies as present 
in errors labelled as personalisation, polarisation, absolute and dichotomous thinking, 
arbitrary inference, etc.
The integration being proposed is that both therapies are at this point relying on the 
bringing to attention of inner discrepancy of the client's knowledge or thought; the 
source of which is described as being either unconscious or unnoticed in the respective 
therapies.
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Thus, the psychodynamic theory stresses the significance of helping clients to come to 
an understanding of previously unconscious aspects of themselves. Cognitive therapy, 
similarly, is based on the theory which requires the raising to awareness of dysfunc­
tional and erroneous cognitions of which the client might previously have been un­
aware (Orbach, 1995).
Focus on changing thinking
Beyond the identification of incongruency the accounts of aims within the psychody­
namic and cognitive models diverge again. Psychodynamic therapy, which emphasises 
intellectual insight, relies on the apparently natural human tendency to make use of the 
insight which they have gained through either personal experimentation with behav­
iour, or more concrete behavioural decisions (Schilder, 1939).
Cognitive therapy, however, is essentially based on collaborative empiricism wherein 
client and therapist proceed from this increased awareness to actively test these re­
vealed inconsistencies. The strategies and techniques which aim to alter the overlooked 
negative automatic thoughts and activate emotional and behavioural change include di­
rect challenging, Socratic questioning, decatastrophising, re-attribution and reality 
testing.
Focus on symptom
Another difference in therapeutic aim is derived from the founding principles of cogni­
tive therapy which aimed to focus on quantifiable outcomes (Brammer, Abrego, & 
Shostrom, 1993). The Psychodynamic model initially set the style for therapy as work­
ing with symptoms from the more distant point of offering general insight into motiva­
tion, behaviour and defences. It was intended, as recognised above, that such insight 
could be utilised by generalising the new understanding to influence all, or most, of the 
client's thinking and behaviour fi-om this point on; as such it is difficult to identify and 
measure therapeutic progress.
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Almost all of the applications of cognitive therapy, on the other hand, focus on specific 
symptoms presented during the current episode of distress (Dobson, 1988). Clients 
may find that these methods can be generalised to other situations beyond the initial fo­
cus of therapy, however, this is almost incidental. Thus, the aim of cognitive therapy is 
to generate progress which is quantifiable.
CONCLUSION
In this essay I set out to consider the similarities and differences between the aims of 
psychodynamic and cognitive therapy. To do this I first summarised the fundamental 
concepts of psychopathology and the aims related to both therapies. Then, by compar­
ing the aims I have attempted to demonstrate that both therapies, being based on dif­
ferent theory, have a peculiar set of aims. However, I have also made an attempt at 
integration.
I have argued that there is a critical point of overlap between the therapeutic aims. 
Both therapies aim to reveal internal inconsistencies to the client. Before and beyond 
this revelation of incongruence each therapy has its own focus. Before the developing 
of insight into current dynamic processes psychodynamic therapy focuses on the aetiol­
ogy of pathology, believing that such understanding is crucial to the elimination of the 
neurosis. Cognitive therapy, on the contrary, has no such interest in emphasising the 
cause of logical errors.
Beyond the revelation of discrepant knowledge are two further different emphases. 
While the psychodynamic model aims to develop insight, leaving the client to utilise 
the skill of psychological mindedness in their everyday situations, cognitive therapy be­
gins at the point of insight and focuses on discrepancies specifically related to the pre­
senting complaint through confi-ontation and challenge, and secondly, by working with 
a specific set of complaints, aims also to provide quantifiable progress.
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I anticipate that in the current climate of practical integration the type of theoretical 
unity presented here will be increasingly developed. While the theory and practice of 
therapy will almost certainly never lose its diversity, it is becoming increasingly popular 
to identify the effective therapeutic strategies within all modalities, with an aim to 
maximise the efficiency of integrative practice. This essay offers a small contribution to 
this goal.
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The theory and process o f ^formulation ' in cognitive analytic therapy: and its re­
lationship with interpretation '
INTRODUCTION
In spite of mounting evidence demonstrating that theoretical orientation of psycho­
therapeutic intervention is not significantly related to effectiveness of treatment (Nor- 
cross, 1986; Lambert, 1992), it is the scientific tradition of psychology that encourages 
a persistence in modifying strategies, and developing new interventions accompanied 
by empirical support, in the pursuit of maximising intervention efficiency. Among the 
recent psychotherapies to emerge is a model developed by Anthony Ryle (1990) which 
he calls Cognitive Analytic Therapy (CAT).
CAT is a brief individual therapy drawing fi-om a range of psychotherapeutic theories 
and methods, notably cognitive-behavioural and psychoanalytic (Ryle, 1982, 1990). It 
is based on a collaborative style which aims to integrate client information and thera­
pist knowledge to produce a 'reformulation' - the central specific feature of the inter­
vention. Reformulation, is a precise high-level, verbal and diagrammatic description of 
'problematic procedures' (Ryle & Beard, 1993). It is used to teach the client self­
monitoring and self-reflection, and to encourage autonomy and self-respect, and, ac­
cording to the claim of Ryle and Beard (1993), from it stems the power to effect 
change.
Ryle (1995a) claims that the background to the model is essentially derived from the 
tradition of psychoanalysis; in particular the significance of historical development in 
the understanding of personality and relationship patterns, and the centrality of trans­
ference in the treatment process. He also claims that it is, in certain ways, fundamen­
tally different; its key distinguishing feature being the derivation and presentation of 
reformulation in place of'interpretation' - the principal psychoanalytic technique (Storr, 
1979; Cooper, 1990). This paper intends to look in more detail at the theory and
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practice of reformulation, while acknowledging the similarities and differences with in­
terpretation in traditional psychotherapy.
THEORY OF REFORMULATION 
Explanation of vulnerability
Reciprocal roles - Ryle's intervention is based on his theory (Ryle, 1990) which argues 
that psychopathology is associated with an individual's styles of interactive processes, 
which are derived from their 'core repertoire ' of'reciprocal role procedures' (RRPs). In 
the context of CAT 'procedure' is understood as a repetitive sequence involving 1. ini­
tiating mental processes, 2. a pattern of action, and, 3. consequences of the action 
(Ryle & Marlowe, 1995). And, 'role' is defined as a pattern of interpersonal behaviour 
and associated feeling, expectation, and communication (Ryle, 1995a). A large contri­
bution of the reformulation is an explanation to the client of the predisposition to these 
damaging procedures based on their history.
These processes, Ryle maintains, are learned during the first few years of life, begin­
ning when infants, guided initially by inborn attachment behaviours, elicit consequent 
action of the caretaker through their own initial action. These patterns of interaction 
represent early forms of reciprocal role procedures.
Because a role procedure requires that the consequences of one's action are predicted 
in terms of the responses of the other, for each interaction the child must also learn the 
reciprocal role. This means they learn both poles of a reciprocal role procedure, and, in 
due course they not only predict and elicit the caretaker's role but also reflect it by act­
ing it. The internalisation of both poles of a reciprocal role procedure is the basis for 
personality and relationship procedures as expressed in an individual's self-care, self­
management, self-consciousness and relation to others (Ryle, 1990).
Personality - Beard, Marlowe and Ryle (1990) explain that an individual's 'core state' 
is centred around the main reciprocal roles learned by that individual in their
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interactions with caretakers. For example, the core state may include the child-derived 
feeling of rejection and the reciprocal caretaker-derived attitude of neglect. This core 
state influences their personality development through several mechanisms.
First, an individual's personality is limited to the use of the set of roles learned in their 
formative years. And second, if one pole of a reciprocal role is favoured in a particular 
situation then the individual will either enact that pole, thereby eliciting the reciproca­
tion of that pole from the other person in the interaction, or alternatively perform pro­
cedures which serve to avoid these undesired roles, such as placation or avoidance.
As indicated in the name of the model (Procedural Sequence Object Relations Model) 
the theoretical background to CAT, is in accordance with aspects of object relations 
theory which understands the influence of early experience on self-care and relation­
ship patterns (Fairbaim, 1952; Ryle, 1994c). Ryle (1994a) acknowledges that influenc­
ing the development of his model was Klein's postulation that object relations exist 
from the beginning of life when the baby interacts with the mother through the proc­
esses of introjection and projection (Klein, 1946).
While CAT has roots in this branch of analytic theory it is in contrast to other branches 
of psychoanalytic tradition. For example, CAT does not claim to create an analytic 
space allowing the expression of innate intrapsychic conflicts and associated defences, 
and neither does it consider these psychoanalytic notions to be of therapeutic signifi­
cance (Ryle, 1995a). And, in contrast even to Kleinian theory, Ryle (1995b) argues 
that the projection of hostility onto another does not have a defensive function, and 
neither does he emphasise the Kleinian notion of dependence on primitive life and 
death instincts (Leiman, 1994).
Aetiology of psychopathology
A second aspect of the reformulation is an explanation to the client of the aetiology of 
their neurosis. Beard et al. (1990) explain that an individual's 'core state' is influenced 
by the reciprocal roles learned by that individual, and can be of any level of distress. A
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distressed core state can result from an unresolved persistent experience of a dysfunc­
tional role; for example, the individual's core state may be 'the victim' because of learn­
ing the role of victim from others who enacted the other pole of this reciprocal role 
procedure of'abuser'.
Beard et al. (1990) continue that pathology results from either the rigid expression of 
that role, or more often the rigid avoidance of that core state through either playing the 
reciprocal role which becomes the dominant 'coping mode' (in this example of abuser), 
or performing procedures which serve to avoid these unmanageable roles, for example 
placation, perfectionism, or avoidance (Leiman, 1994). Ryle (1994a) notes that, in 
cases of psychopathology, the application of chosen neurotic roles is accompanied by a 
more narrowly defined and intense pressure on others to reciprocate than in more func­
tional interaction.
Explanation of resistance to change
The rigid expression or avoidance of a limited range of roles forms the basis of an indi­
vidual's neurotic procedures which, despite being counter-productive, and facing con­
certed effort for modification, are experienced as resistant to change (Ryle, 1995b). 
For this reason the third aspect of the reformulation offers the client insight into the 
persistence of their use of these resistant neurotic procedures (Beard et al., 1990).
Limited role repertoire - The predominant explanation of resistance to change is that 
the individual's historical experience may have restricted, diminished, or distorted the 
development of their set of role repertoires (Ryle, 1995a). Thus in a given stressful 
situation they may not have the appropriate role procedure and so apply a dysfimc- 
tional role which may actually exacerbate the stress experienced rather than diminish it.
Lack of insight - Second, pathological role procedures are often operated automati­
cally with individuals being unaware of what motivates them and their consequences. 
Ryle (1979, 1995b) labels 2 procedures as 'dilemmas' and 'snags', which are neurotic 
procedures often applied without conscious awareness from the individual.
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Dilemmas are false dichotomies created by acting as if possible behaviour was limited 
to polarised alternatives. For example, an individual may see no range between the po­
larised alternatives of submission and aggression.
Snags are perceived reasons to abandon appropriate goals, which may include assump­
tions that others would oppose them, or belief that the goals are forbidden or 
dangerous.
Reinforced core state - Finally, the stability of neurotic procedures is represented in 
the reformulation by procedural loops which both emerge from, and eventually fed 
back into the core state (Beard et al., 1990). These procedural loops represent self­
confirming patterns where the negative core state initiates the dysfunctional use of a 
reciprocal role which, on being activated, extracts from others role reciprocations 
which reinforce the damaged and fragmented sense of self (Ryle, 1994c); thus suggest­
ing how these neurotic procedures evolve into entrenched modes of'coping'.
Ryle (1979,1995b) labels these reinforcing loops as 'traps'. Traps are false assumptions 
that generate behaviours which elicit consequences that reinforce the initial false as­
sumption. For example, in the placation trap, if a person feels insecure or inadequate 
they may try to please everybody and so be taken advantage of, thus having their false 
core belief of inadequacy reinforced.
Theoretical rationale
Whilst it is acknowledged that this theoretical background to Ryle's CAT is largely de­
rived from the object relations branch of the psychoanalytic tradition it does not in­
clude such psychoanalytic notions as innate intrapsychic conflicts, resistance, 
unconscious defences (Freud, 1901), the bad breast, primitive life and death instincts 
(Klein, 1946) and archetypes (Jung, 1931; see also Ryle, 1995a; Ryle, 1995b; Leiman, 
1994). Because of the absence of such complexities the reformulation offered to clients 
is notable for its appealing simplicity, clarity and credibility; features not often attrib­
uted to psychoanalytic theory. Ryle (1994c p. 122) argues that the use of such analytic
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notions serves only to postulate a parallel mental world and so generate 'cloudy memo­
ries and images'.
As previously expressed, explanations of client difficulties need to be based on a credi­
ble rationale of aetiology and perpetuation if the client is to accept them and if they are 
to facilitate motivation, collaboration and behaviour change (Garfield, 1986). Because 
of its appeal the CAT model can be defended as a theoretically promising intervention, 
which is rapidly gaining empirical support for its efifectiveness, primarily with personal­
ity disorders (Ryle, & Marlowe, 1995; Beard et al., 1990; Ryle, 1995b; Ryle, & Beard, 
1993; Bennett, 1994; Cowmeadow, 1994).
PROCESS OF REFORMULATION 
Source of material
As with psychoanalytic interpretation, material for the reformulation in CAT is primar­
ily drawn from the client's presentation of their history and current situation in the 
clinical interview, and from transference themes. Traditional psychodynamic therapies 
also utilise the client's free associations, parapraxes, and dreams. However, in CAT, 
the client makes various other contributions in forms unfamiliar to psychoanalysis. 
These include the use of the client's own self-monitoring, written tasks, and reading; 
particularly from the client's reading and discussion of the 'Psychotherapy File' (Ryle, 
1990).
Furthermore, transference issues are not interpreted in the traditional analytic terms of 
resistance or masochistic gratification. Rather, the client's transference of destructive 
behaviour manifested in the therapeutic relationship is explored in terms of an expres­
sion of their problem procedures (Ryle & Beard, 1993). Thus CAT reformulation 
avoids making transference an inflated or mystical concept as can occur in traditional 
psychotherapy; thereby reducing the client's experience of the therapist as powerful 
and oppressive, but facilitating collaboration in the exploration of their difficulties 
(Ryle & Beard, 1993).
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Style
Exploration of these sources for the purpose of reformulation is a collaborative exer­
cise, carried out with the co-operation of the client. Client and therapist work together 
during the early sessions to elaborate an accurate descriptive reformulation of the cli­
ent's neurotic role procedures. This active client role is seen to encourage autonomy 
and self-respect (Ryle, 1994c). The client is seen to develop their capacity to be self- 
reflective and more insightful in their daily activity, which enhances their capacity for 
behavioural control.
This collaborative style of CAT reformulation, which explores the client's history, cur­
rent relationships and transference issues, is in contrast to the analysis and interpreta­
tion of traditional psychotherapy, which is an un-collaborative activity and presented 
from the objective position of the analyst, and relies on a power differential to initiate 
transference issues. For this reason, while the activity of interpretation may penetrate 
the client's self-deception, the therapist is often perceived as a person who never takes 
anything at face value, and reads meanings into any trivial comments (Storr, 1979). 
Such experiences reduce collaborative exploration and motivation for change in the 
client.
Presentation
Reformulation of the client's problems is carried out over the first 3-4 sessions, and 
presented first in the form of a letter (sometimes an account written in the voice of the 
client). This written reformulation is negotiated between the client and therapist using 
the client's own language and imagery wherever possible.
In addition to the written reformulation a Sequential Diagrammatic Reformulation 
(SDR) is constructed. An SDR is a visual map of the written reformulation which fea­
tures the core state and neurotic procedures in the form of procedural loops which 
both emerge fi*om, and eventually feed back into, and thereby reinforce, the core state 
(Beard et al., 1990).
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Both forms represent to the client their life history in a clear, credible picture. And ex­
plain the development of procedures which make up their personality and style of in­
terpersonal interaction. The emphasis being on the development of those procedures 
which are dysfunctional, self-reinforcing, and resistant to change (Ryle & Beard, 
1993).
This is again in contrast to the interpretation of historical, current and transference is­
sues in traditional psychotherapy. Unlike the presentation of reformulation after 3-4 
sessions, interpretations are presented throughout the course of therapy at appropriate 
times. Freud (1949) argued that the timing of interpretation is critical, with the client 
needing to be close to the point of insight in order to minimise resistance. Similarly, it 
is necessary to be alert to the language used in an interpretation and the amount and 
level of interpretation by gauging the level of resistance and defence of the client (Coo­
per, 1990).
Secondly, psychoanalytic interpretation is presented as an isolated statement of the 
therapist. Statements of interpretation are those which clarify repressed issues of a cli­
ent's life that had, until the interpretation, been obscure; thereby expanding the client's 
awareness of their thoughts and feelings and bringing repressed material from the un­
conscious into the conscious (Weiner, 1975).
It is understood that the later 'working through' phase of traditional psychotherapy is 
the main agent for change, and is achieved by the therapist making repeated interpreta­
tions. However, it has been claimed that this phase is often an incomplete part of ther­
apy (Nelson-Jones, 1982), lessening the influence of the primary activity of the analyst, 
and so reducing the advantages of intervention.
This difficulty is minimised by CAT through the early presentation of the collaborative 
reformulation which is used as a building block in further collaborative focus on behav­
iour modification.
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OBJECTIVE OF REFORMULATION 
Aid to client engagement
An immediate aim of the collaborative reformulation process is the development of the 
therapeutic alliance. According to Ryle and Beard (1993) the reformulation process is 
experienced by clients as non-judgmental and sincere; with clients often feeling deeply 
moved at having been understood. This is frequently dramatically effective in contain­
ing anxiety, and responsible for initiating a co-operative attitude (Beard et al., 1990), 
and is seen to foster rapid engagement with therapy and a strong therapeutic alliance 
(Cowmeadow, 1994).
Identification of TPPs
The intermediate aim of the reformulation is to create a connected and comprehensible 
account of the client's life, which they generally bring as a discontinuous and frag­
mented picture (Ryle, 1994b). The emphasis is on identifying and describing the client's 
existing repertoire of role procedures and their development, thereby highlighting im­
portant aspects of personality contributing to the client's problems. According to Ryle 
(1990) these are self-repeating sequences of mental, behavioural and environmental 
processes which maintain unsatisfactory patterns of relationships and self care.
This description of neurotic procedures identifies, what Ryle (1990) calls, 'target prob­
lem procedures' (TPPs). It attempts to present these dysfunctional behaviours in a pre­
cise high-level, verbal and diagrammatic manner which clarifies TPPs in a meaningful 
way (Ryle & Marlowe, 1995). It is intended that the reformulation process will give in­
sight into the employment of TPPs and how the client may elicit certain behaviours 
from others, especially the rejecting responses which reinforce their deep seated as­
sumptions about themselves.
Ryle's desire to formulate client problems in terms that are accessible to the client 
seems to have successfully generated a comprehensible and credible therapeutic model 
(Leiman, 1994). However, while it has been argued, that the underlying theoretical
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rationale of CAT reformulation is appealing, it appears to have until now essentially 
only been applied to interpersonal procedures. Herein lies CAT's potential limitation. It 
seems that until the theory and practice of CAT has been applied to psychopathology 
such as phobias, obsessive-compulsive disorders, substance related disorders, and sleep 
disorders, its generalisability remains questionable.
Identification of ’exits’
Having developed the client's insight into their damaging procedures, reformulation 
proceeds to identify alternative, adaptive procedures, and incorporates these into the 
written reformulation and SDR as 'exits' from the TPPs. This offers areas of focus for 
the client to monitor and record their current use of their TPPs while also recognising 
that each of these dysfunctional procedures could be replaced by the more adaptive 
processes. This process is considered to be a powerful agent leading to the second ma­
jor aspect of CAT, which is the modification of TPPs into more adaptive and success­
ful strategies (Bennett, 1994; Ryle & Beard, 1993).
This identification of exits is a strategy of CAT that diverges from the features of tradi­
tional dynamic psychotherapy. Based on Freud's (1896) notion that emotionally 
charged ideas can produce symptoms only in so far as they are unconscious, psycho­
analytic interpretation is intended to increase the client's insight and enable them to 
make appropriate judgements based on present day issues rather than repressed mate­
rial (Nelson-Jones, 1982).
The process of insight and identification of exits in CAT is intended, in a similar fash­
ion to the insight offered by psychoanalytic interpretation, to motivate the client to 
adopt new, and more successful strategies. However the model of CAT goes further 
by allowing the therapist to progress onto the use of collaborative cognitive- 
behavioural techniques to facilitate the process of thought and behaviour modification 
based upon that developed insight; a process psychoanalysis leaves largely in the hands 
of the client. Consequently, rather than the psychoanalytic preoccupation with recon­
structing the past, CAT offers a refreshing level of clarity of focus for future direction
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perhaps not equalled by the more vague strategies of the psychoanalytic 
tradition (Bennett, 1994).
Aid to client autonomy
Finally, having demonstrated to the client their reciprocal role procedures and identi­
fied their target problem procedures and associated exits it is intended that this devel­
oped insight into the interaction of thoughts feelings and behaviours will mobilise new 
capacities for self-exploration and self-monitoring (Ryle, 1990). These skills are in­
tended to enable the client to continue to recognise and make sense of their mental 
states, and repetitive maladaptive procedures, of which they were previously generally 
unaware (Beard, et al. 1990). Furthermore it is intended that this ongoing awareness 
will encourage autonomy and independence and enable them to regain control of their 
behaviour (Beard et al., 1990).
CONCLUSION
It is evident from the discussion presented in this essay that the process of reformula­
tion in cognitive analytic therapy is essentially derived from the tradition of psychoana­
lytic theory; in particular the school of object relations therapy. However, CAT 
reformulation is claimed to be based on a simpler and more credible rationale which 
declines many of the complex and clouding features of traditional psychotherapy.
Clearer divergence from the analytic schools can be seen in the active, collaborative, 
and structured process of reformulation, which appears to facilitate motivation, and 
autonomy; and has been demonstrated to generate new skills in self-reflection and self­
monitoring which enable increased control of self-care and interpersonal procedures. 
Furthermore, the model of CAT recommends the utilisation of the client's developed 
insight from the reformulation process to proceed onto collaborative modification of 
the neurotic procedures through use of cognitive-behavioural techniques; a stage es­
sentially left to the client in psychoanalytic therapy.
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Finally, while the emerging picture from empirical investigation of CAT practice seems 
to be positive, a potential limitation of generalisability remains. Further scientific inves­
tigation will determine the extent to which CAT can be applied to other areas of psy­
chopathology. Perhaps such studies will call for further modification; nevertheless, 
CAT appears to have already made its mark.
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The development, application and evaluation o f *harm reduction^
THEORETICAL DEVELOPMENT 
Disease model - 1920’s
Drug misuse has never been so low since the 1920's when opium was used primarily by 
medics and prescription addicts. Inspired by the US example and by the Dangerous 
Drugs Act of 1920 prohibition appeared to be the answer to this growing problem. 
However, while the Rolleston Committee (1926) characterised addiction as a disease, 
it considered it sufficient merely to restrict the prescription by GPs to maintenance pre­
scribing; thus limiting what had previously been unchecked and uncontrolled. The UK 
hereby followed a path altogether different from that adopted by the US. It either 
worked, or the absence of an established system did not matter, for 40 years of calm 
followed.
Drug treatment centres - 1960’s
The 1960's saw an epidemic of addiction and the Brain Report (1965) was prepared in 
order to investigate the developing problem. It reported that addiction was a 'socially 
infectious condition,' a disease which 'if allowed to spread unchecked, will become a 
menace to the community'. This led to the language of infectious disease, public health 
and national crisis, and arguments encompassed a more social dimension. The sugges­
tion was for further restriction on the availability of heroin, and for drug addiction to 
be treated in special drug treatment centres in London, which was the heart of the 
problem, and were given the brief of both medical care and social control.
Therapeutic contracts - 1970’s
Because of a realisation of the enormity of the problem and its continued growth the 
London drug clinics underwent a collective existential crisis. According to Thorley 
(1981) staff had become despondent at the trickle of addicts moving to abstinence 
which had begun with a rush. The disillusionment was countered by a turn to the use 
of therapeutic contracts, which gave clinic staff a new sense of purpose and direction.
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Tn-house’ policy developments - early 1980’s
Throughout the 1980's there was a growing belief in some circles that reducing harm 
was a more realistic aim than more rigid and medically based ideas of'treatment', 'cure' 
and 'abstinence'. A report by the Advisory Council on the Misuse of Drugs (1988) on 
'Prevention' recommended two basic criteria: 'first, reducing the risk of an individual 
engaging in drug misuse; and second, reducing the harm associated with drug misuse'.
Such claims tended to downplay the 'medical model' of addiction as a disease requiring 
specialist treatment. This 'in-house' policy gained much support from drug workers and 
researchers but lacked political acceptability which was based more on the American 
'penal' policy.
Political approval - late 1980’s
While the aim of reducing risk attracted early approval of drug workers and research­
ers, it took the fear of an HTV epidemic in the late 1980's to lend political feasibility to 
this in-house policy. The report by the British Advisory Council on the Misuse of 
Drugs (1988) recognised the spread of HIV infection as 'a greater threat to individual 
and public health than drug misuse'.
The report's emphasis on the importance of working with drug users towards achiev­
able intermediate goals became a priority for politicians, and so had a major impact on 
the practice of drug and alcohol work. What emerged was a liberal consensus - harm 
minimisation and safer sex rather than prohibition or social segregation. So, while the 
policy of harm reduction had deep roots in humanitarianism and libertarianism, it 
gained political acceptance through its roots in the scientific public health model.
Development of harm reduction policy - 1990’s
Throughout the 1990's the model of'harm reduction' developed, and become a wide­
spread social policy aimed at decreasing the negative effects of drug use. These nega­
tive effects, according to Newcombe (1988), include harm to the individual, to social 
networks, and to society; each in terms of legal damage, health damage, social damage.
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and financial damage. Such a policy has gained empirical feasibility from studies, such 
as Power (1988), that show it is within the repertoire of many drug users to exercise 
considerable influence over the subsequent course of their drug use.
Treatment for a particular patient might be selected primarily on the basis that it would 
promote movement towards a first intermediate goal (such as cessation of sharing in­
jecting equipment); subsequent later-stage intermediate goals for the same patient 
might be reduction and then cessation of any further injectable drug use prior to even­
tually attempting detoxification. Under the rubric of 'harm reduction' various ap­
proaches have been developed including syringe and needle exchange schemes, drug 
counselling and alcohol work.
PRACTICE 
Capture, retention, and throughput
The implementation of harm reduction policy openly relies on the practice of what 
Strang (1989) has labelled 'capture, retention, and throughput'. Capture refers to the 
initial appeal of the service to the drug user; retention refers to the subsequent
Table 1 - Cycle of Change 
Prochaska & DiClemente (1986)
Pre-contemplation
Maintenance
Contemplation
PreparationAction
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maintenance; and throughput refers to change in an individual's drug-taking behaviour. 
In order to pursue this ideal of capture, retention, and throughput harm reduction ther­
apy relies on a technique know as motivational interviewing.
Motivational interviewing
Miller's original account of motivational interviewing demonstrates its application with 
problem drinkers (Miller, 1983). Here, motivation is conceptualised as an interpersonal 
process, and the behaviour of the therapist is seen as having considerable influence on 
the subsequent attributions and behaviours of the client. The aim of therapy is to in­
crease levels of cognitive dissonance until a critical mass of motivation is achieved, at 
which point the client will be willing to consider change alternatives.
Model of change
Miller based his work of motivational interviewing on a model labelled the 'process of 
change' (Prochaska & DiClemente, 1983) which describes movement of the client from 
pre-contemplation and contemplation to determination and action (see table 1). In the 
six-step sequence for implementing motivational interviewing. Miller emphasised how 
important it is that the therapist initially adopts an almost exclusively empathie stance 
using the techniques operationalised by Carl Rogers. However this process is soon 
modified to be subtly selective in its reflection so as to reinforce statements of concern 
and elicit self-motivational statements. The client then constructs his or her own inven­
tory of problems related to drinking to express their concern and identify possible 
changes which they might consider. The role of the therapist is to encourage the active 
involvement of the client in the identification of the problem and in the cost-benefit 
analysis of the various available options. The approach is intended to enhance the im­
portance of personal responsibility and the internal attribution of choice and control, 
and the therapist must help the client to avoid treatment 'short circuits' from low self­
esteem, low self-efficacy and denial and the dangers of the 'alcoholic' label and associ­
ated binary thinking (i.e. alcoholic v not alcoholic).
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Selective and modified reflection
One of the interesting features of Miller's model is the way in which Rogerian reflective 
listening is used selectively. The therapist must be aware that he or she is not just being 
reflective but is subtly steering the client towards commitment to change. One of the 
main purposes behind the Rogerian stance is the active involvement of the client. The 
therapeutic style is not truly reflective, as the client's comments are fed back in a modi­
fied form and are selected so as to increase dissonance. This selection must be a clan­
destine operation and the therapist should include doubts expressed by the client so as 
to preserve the credibility of the procedure. The patient's own terminology should be 
used as far as possible. As Miller wrote, 'the counsellor should not put words in the cli­
ent's mouth, because this will be easily detected as a ploy'. There is a real concern that 
not only would this particular treatment contact be fiuitless, but there may be a boo­
merang effect in which the individual realises he is being coerced and is then more 
likely to follow an exactly opposite course of action.
The internal attribution of this moulded feedback generates dissonance which must 
then be directed in an appropriate direction. The therapist should not discuss treatment 
options or alternatives until this critical mass of motivation is reached. Once at this 
point the therapist should assist the client in the identification of appropriate goals and 
in the implementation of strategies to achieve these changes. These should include self­
directed change strategies as well as traditional treatment options, and even 'no special 
intervention'.
EVALUATION
Rather than use either strategy out of faith, policy makers and service providers should 
monitor and evaluate how effective they are at achieving their aims and objectives. 
However, while abstentionist interventions are relatively easy to evaluate, harm reduc­
tion evaluation needs first to have established which harms it intends to reduce and 
then rank the goals in order that the effectiveness of interventions can be measured.
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The subject of harm reduction analysis has received considerable attention in recent 
years (Newcombe, 1988; Parker, Bakx, & Newcombe, 1988). This attention has begun 
to unravel the complexities of such evaluation, and yielded much theoretical back­
ground for the establishment of an evaluation system. Such an evaluation system is not 
yet established; though this is the aim of a number of 'community drug and alcohol 
centres'.
Harm and benefits
The theoretical background maintains that in order to build a system of evaluation it is 
necessary to consider both the harms and benefits, and also the risks of drug misuse, 
and upon this decide the goals of harm reduction. Harm and benefit are complementary 
terms used to describe whether a particular consequence is viewed as negative or posi­
tive. Deciding whether particular consequences of drug use are harms, benefits, or of 
neutral value, depends on a complex mixture of organisational goals, moral beliefs, and 
rational analysis. Though a consensus could probably be reached on the desirability of 
most consequences for most people, there are also several outcomes which would di­
vide people of different political and ideological persuasions - for example: prescribed 
opiate use pacifying unemployed youths in cities: use of psychedelic drugs contributing 
to new art forms; decriminalised cannabis use leading to a reduction in youthfiil alcohol 
use or glue-sniffing.
Newcombe (1988) has suggested a two-dimensional scheme of recording conse­
quences for the purpose of evaluation (see table 2). It produces nine categories of 
drug-taking consequences from the three-valued dimensions of type and level.
Risks
Perhaps an easier way of evaluating many harm reduction interventions is to focus on 
risks rather than harm and benefit consequences. It is easier to ask drug injectors if 
they are sharing injecting equipment (risk) than it is to discover how many are HIV- 
positive (harm). However, the reliability and validity of risk measurements is typically
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lower than that for outcome measurements. Therefore, ideally, evaluation of both risks 
and outcomes should be undertaken.
Newcombe (1988) recommends a scheme for drug-taking risks based on factoring out 
the conceptual components of drug-taking behaviour into quantitative dimensions and 
qualitative dimensions. Quantitative dimensions include items such as dosage, potency 
and frequency; qualitative dimensions include access, preparation, route and style of 
administration, and poly-use pattern.
Based on the literature study and survey of my first and second year research studies I 
have developed such an evaluation system of harm reduction intervention. The moni­
toring system enables the evaluation of the effectiveness of harm reduction intervention 
by comparing risk behaviour across time within the target group, and/or comparisons 
of risk behaviour in the target group compared with a control group.
Table 2. Classification of the consequences of drug use
TYPE
LEVEL Health Social Economic
Individual
Community
Societal
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The use o f interpretation in clinical practice 
INTRODUCTION
It has often been said that one of the most important tasks of the therapist is that of 
making interpretations. Indeed, Eissler (1953) went so far as to propose that an ideal 
analysis may be conducted using no technique other than interpretation.
While this view represents an extreme position, interpretation remains a technique that 
deserves careful consideration by every psychotherapist. After outlining the definition 
of this psychotherapeutic term, I will consider its three main clinical uses.
DEFINITION
In therapeutic language the term 'interpretation' refers to a statement that clarifies fea­
tures of a client's behaviour; something that has been obscure. The aim being to expand 
the client's awareness of their thoughts and feelings and thereby bring repressed mate­
rial from the unconscious into the conscious (Weiner, 1975). In more psychoanalytic 
terms this facilitated insight brings material into the ego which was formerly regarded 
as repressed content of the id (A. Freud, 1966). Subsequent interpretation may also be 
used to help synthesise a new equilibrium after the introduction of id material, thereby 
strengthening the already re-established ego (Nunberg, 1931).
Unfortunately, over the history of therapy the technique of interpretation has acquired 
a grandiose ring which is sometimes taken to imply that only an elite band of initiated 
therapists are entitled to embark upon it. This myth is perhaps perpetuated by the inter­
pretations of experienced psychotherapists who use intra-disciplinary jargon either in­
advertently or to encourage an air of profundity, which renders the meaning little more 
than incomprehensible. While such extravagant interpretation should be avoided there 
are nevertheless a number of clinical uses to which I will now turn.
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CLINICAL USES 
Normalising pathology
First, as has been suggested above, it is often the therapist's task to make the incom­
prehensible comprehensible. Most clients seeking psychotherapy suffer from symptoms 
which do not make sense to them. This uncertainty and confusion magnifies the diffi­
culties, making them seem more menacing than they need. By offering an interpretation 
the psychotherapist can assure the client that such symptoms are familiar, and need not 
cause them undue alarm. This seldom immediately abolishes all neurotic symptoms, but 
it does have the effect of relieving some anxiety which the client may have about their 
sanity, and also converts the symptom from a shadowy, unknown adversary into a 
more clearly identified problem which can be worked at.
Clinical example - The case of Ms N. offers a good clinical example where 
interpretation of symptoms has provided a client with relief from fears arising from the 
'incomprehensible'. Ms N., an only child of two successful parents, who was well 
educated, presented the problem of alcohol dependence; however soon into therapy it 
became apparent that Ms N.'s isolated upbringing had blunted her skills of social 
interaction, particularly in group situations, and that this was related to her misuse of 
alcohol. The acute anxiety Ms N. suffered from her social phobia increased as she 
proceeded through her nursing training and into her first job. She considered herself a 
freak, and as if she stood out in everybody's eye; hence the development of a drinking 
problem which initially helped her cope with the stress, until the isolating stage of 
alcohol abuse set in. The consequences of this dependence was losing her job and 
securing a string of criminal convictions, including ABH and GBH.
During therapy it was at first difficult for Ms N. to discuss the subject of her social 
phobia. However, once we had established a working alliance it was eventually possi­
ble to offer an interpretation of these disabling symptoms. She slowly came to face her 
social anxiety and to understand the normality of the influence of her isolated 
childhood.
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The normalising of Ms N.'s symptoms through interpretation filled her with consider­
able relief, and this itself encouraged a cathartic experience. Beyond this Ms N. began 
to feel more able to look at her underlying difficulty and began working on a pro­
gramme designed to facilitate social interaction without her use of alcohol.
In this example it appears that normalising the problems through interpretation reduced 
the perceived enormity and irregularity of Ms N.'s difficulties to something considera­
bly more manageable; and this in turn facilitated further personal development. To­
wards the end of therapy Ms N. secured a new job on a hospital ward.
Highlighting outdated defence strategies
Interpretation is also concerned with tracing connections between events, symptoms, 
and personality characteristics which are not immediately obvious. Many behaviour 
patterns which were adopted in childhood may have been appropriate at the time, but 
some persist inappropriately into adulthood. Interpretation can reveal this persistence. 
This refi-eshing insight can help the client begin to experiment with other ways of be­
having, thereby encouraging appropriate development.
Clinical example - The case of Mr A. provides a good clinical example of how insight 
gained fi-om interpretation can lead to experimentation with more useful coping strate­
gies. It appeared that Mr A's childhood experiences contributed to his presenting psy­
chological state of depression and suicidal ideation. Being treated as his mother's show 
piece, Mr A. learnt to believe that he had little personal value or worth and felt gener­
ally isolated from society. He seemed subsequently to travel through life expecting, 
educing and experiencing rejection, which seems to have persistently contributed to his 
already low self-esteem.
It seems that fi-om an early age Mr A. developed a defensive strategy to manage his 
acute anxiety and low self-esteem which relied on his belief that he had magical influ­
ences on the lives of other individuals. He imagined he possessed the power to write 
poems which were picked up by the media and presented to selected individuals via
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advertisements on television and radio, thereby offering them constructive advice for 
the management of their lives. Associated with these beliefs was the notion that he was 
not an ordinary member of society but unusual and so unacceptable to most people. 
One of the consequences Mr A. eventually paid for these fantastic beliefs was that he 
began to simultaneously think of himself as insane. This added to his difficulties as it 
trapped him in depression by preventing him the pleasure of feeling a significant part of 
society.
In this case it seemed inappropriate to offer these interpretations of Mr A.'s defences 
immediately as it seemed likely that this would destroy his functional defence and leave 
him vulnerable to the stresses he was protecting himself from. It was instead possible 
to spend several months developing a working alliance, survive his frequent tests of the 
relationship, and gradually develop his self-esteem and psychological understanding. It 
was then possible to offer Mr A. an interpretation concerning the function and counter­
productive nature of his supernatural theories, after which he was able to integrate the 
insight he gained from these interpretations into his self-understanding.
The use of interpretation to reveal to Mr A. his outdated and counter-productive de­
fences encouraged him to cautiously replace his supernatural notions with acceptance 
of his humanity. This seemed to contribute to the successful reduction of his feeling of 
alienation from society and eliminated the belief of his own insanity. These new cogni­
tive structures significantly reduced his depression and further contributed to his devel­
oping self-esteem.
Indicating discrepancy between report and reality
A third function of interpretation is to point out discrepancies between the thoughts, 
feelings and behaviours which a client claims to have and that which is demonstrated 
through their conversation and non-verbal communication. After reading work written 
by Freud, one may develop the idea that all interpretation is bound to be of the kind 
which reveals unpleasant aspects of character which the client has failed to recognise in 
themselves. This, however, is not the case for not all interpretations of such
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discrepancies are negative in the sense that they reveal harsh truths which the client is 
avoiding. Although we all deceive ourselves, we do so in both directions; in overesti­
mation of our bad qualities as well as of our virtues. Many clients entering psychother­
apy undervalue themselves, and have a greater set of qualities than they credit 
themselves with.
Clinical example - A good example of a client underestimating their virtues, and 
where interpretation encouraged more positive self-evaluation, is found in the case ex­
ample of Mr Y. who presented with a 15 year habit of hair pulling. His difficulties ap­
peared to have arisen largely from his low self-esteem which seemed to have roots in 
his childhood, during which he experienced perpetual rejection from his mother, and 
criticism from his father.
Failing to find happiness elsewhere it seems that he developed the habit of hair pulling 
apparently to express his self-abhorrence and to serve as an emotional release. His low 
self-esteem was in spite of many positive qualities and seemed to be the foundation of 
his difficulties.
After establishing a secure working alliance it was possible to offer Mr Y. an interpre­
tation concerning the discrepancy between his perceived self and his real self. It was at 
first difficult for him to appreciate the contents of such an interpretation, but gradually 
he was able to acknowledge the credit he failed to give himself. From this recognition 
Mr Y. gained considerable energy which he focused on the development of his self- 
respect. It appears that because of this interpretation, and other therapeutic activity, he 
found that he had less need to rely on his long-standing habit of hair pulling and subse­
quently gained control over it.
CONCLUSION
While it is possible that some have overestimated the importance of interpretation, and 
others may have used it for professional snobbery, it is clear from this brief review of
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the clinical uses of interpretation that it can be a valuable therapeutic technique. When 
used wisely interpretation can normalise pathology thereby relieving anxiety and more 
clearly identifying a problem, representing it as a more manageable difficulty. Interpre­
tation can also promote insight into outdated coping strategies and thereby encourage 
experimentation with less symptomatic behaviour and thoughts. Finally, interpretation 
can be used to reduce discrepancy between reality and perception, which can encour­
age experimentation with alternative behaviour and thoughts which are more function­
ally grounded in reality.
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THERAPEUTIC
PRACTICE
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Introduction to therapeutic practice dossier
Over the three years of the PsychD course my therapeutic practice has been based in 
two settings. For the first two years I worked in the speciality of substance misuse. 
During this time I received supervision from both cognitive-behavioural and psychody­
namic perspectives. For the third year I worked in general adult mental health and re­
ceived cognitive-behavioural supervision.
This dossier contains a review of my placement experiences, a summary of my integra­
tion of theory and practice, four client studies selected from both therapeutic settings, 
and a discussion of process issues based on two therapeutic sessions. All identifying 
features of client's referred to within this portfolio are altered so as to guarantee the 
maintenance of their anonymity.
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Substance misuse
YEARl
Placement setting
My first placement was in a substance misuse service, run by an NHS Trust Psychol­
ogy Department. It was staffed by a multi-disciplinary team and offered a psychothera­
peutic service to drug and alcohol users and carers of users. Its responsibilities also 
included offering information to the local community and providing a prescribing serv­
ice offering both reduction and maintenance scripts to opiate addicts.
The team consisted of a clinical psychologist, a nurse specialist, a psychiatrist, a social 
worker, a youth worker, and a trainee counselling psychologist.
Placement Philosophy
The over-riding philosophy of the team was harm-reduction. This is a client centred 
and non-judgmental approach to substance misuse and one which is often considered 
to be the opposite of the less flexible approach of required abstinence advocated by the 
twelve step programmes of such organisations as AA or NA. Harm-reduction ac­
knowledges the client's personal goals and aims to help guide them to these goals using 
various means.
One challenge of the harm reduction model is that clients often wish to remove the dif­
ficulties which arise out of their substance use but without modifying the substance use 
itself; an outcome which to the therapist may appear unlikely to transpire. To counter 
this the harm reduction model accepts the additional technique discussed in Miller's 
(1983) theory of motivational interviewing. The essence of motivational interviewing 
rests on the therapist's ability to pick up on any ambivalence of the client concerning 
the excess or disadvantages of their substance use, and reflect these in a way which 
emphasises the disadvantages. In doing this the client is not hearing judgement or ex­
pectation imposed on them but their own ideas about needing to modify their
59
substance use. This practice has been demonstrated to encourage clients towards safer 
or reduced substance use.
Client allocation
During referral meetings clients were allocated according to their presenting problem. 
Those who requested help with their opiate misuse were directed to the methadone 
prescribing clinic. These referrals were given an assessment appointment to see the 
nurse specialist and the psychiatrist, and were all also offered individual psychotherapy, 
though few clinic clients chose to use this service.
Referrals who had a dominant social difficulty were referred to the social worker for 
support on social issues such as housing, child care etc. And third, referrals who ap­
peared to have a predominantly psychological problem, or were considered to have a 
dual diagnosis, including eating disorders, phobias, generalised anxiety, depression, be­
reavement, schizophrenia, etc. were referred to the clinical psychologist and trainee 
counselling psychologist.
Supervision
During the first year of my placement I received weekly supervision of one hour jfrom a 
clinical psychologist also based with the team. The orientation of the supervision was 
at first person centred but, following my therapeutic progress and increased under­
standing of the issues surrounding substance misuse and its treatment, supervision was 
increasingly fi-om a cognitive-behavioural perspective.
Activity on placement
My responsibilities on placement included attending the weekly referral meeting and 
initiating contact with referrals allocated to me. I was also involved in business meet­
ings which developed the management of the service.
An issue frequently addressed was client confidentiality which is a critical matter for 
this clientele due to the guilt and shame which is often associated with substance
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misuse, and the illegal nature of some substance use. A particularly difficult aspect of 
client confidentiality was linked to the issue of inter-agency communication - for while 
clients often requested that their case should not be discussed with any other person, 
including professionals, relatives or friends, this policy which was adhered to with 
some rigidity was often seen by other agencies as excessively unco-operative. It was 
maintained as a service policy in order to protect the clients, and offer the safety neces­
sary to enable continued attendance.
Beyond administrative involvement there were several aspects of my placement which 
related to client contact. As an induction to the placement I observed my supervisor 
during both assessment and follow up sessions. After three weeks I was allocated cli­
ents with relatively simple cases of single diagnosis who had already been assessed by 
my supervisor, and pursued the treatment recommended by my supervisor, who con­
tinued to monitor my work. Afi:er several months of therapeutic experience and famili­
arity with substance misuse issues I conducted my own assessments with clients 
considered appropriate according to the referral information, and developed treatment 
plans in collaboration with my supervisor.
I was also introduced to group work by co-facilitating a weekly support group for sub­
stance users, and jointly running a 6 week relapse prevention course which was based 
on cognitive-behavioural theory (see Wanigaratne, Wallace, Pullin, Keaney, & Farmer, 
(1990).
Therapeutic orientation
During the first half of my placement I focused on developing the person centred skills 
as popularised by Carl Rogers (1980). This felt a comfortable and necessary founda­
tion from which to develop and integrate theory and skills from other therapeutic ori­
entations. For the second half of my placement I introduced into my assessment and 
intervention work the fundamental techniques of cognitive-behavioural therapy.
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YEAR 2 
Placement setting
My second year placement was based in the same setting as year one. The structure 
was essentially the same except that there was an addition to the team of a GP liaison 
worker. The role of the GP liaison worker was primarily to encourage GPs to pre­
scribe methadone for their patients who are non-chaotic rather than to refer them di­
rectly to the substance misuse team. It was also the role of the GP liaison worker to 
work, in collaboration with the substance misuse prescribing clinic, with clients who 
were in a chaotic condition in order to reduce their difficulties and ultimately enable 
them to return to their GP surgery for further maintenance or reduction prescribing.
Placement Philosophy
The philosophy of the team was also essentially the same. However, dictated by vari­
ous influences such as client demands, government policy and financial sponsorship, 
minor policy shifts were frequently necessary. The most significant policy shift during 
my second year was the changing emphasis of prescribing responsibility; during the 
first year the service had been happy to prescribe to all opiate users but, during the sec­
ond year, came under increasing pressure to minimise the speciality service and pre­
scribe only to chaotic users with a view to return even these clients to their local GP 
surgery. Tangible evidence of this policy shift was the appointment of a government 
funded GP liaison worker referred to above.
While there were such shifts in the philosophy of the service, it remained relatively 
static as far as psychotherapeutic intervention was concerned.
Client allocation
The allocation of clients for psychological intervention also remained essentially un­
changed; however, my responsibility for the second year was to manage clients with in­
creasingly severe psychological disturbance.
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Supervision
During the second year of my placement I continued to receive weekly supervision of 
one hour from the team's clinical psychologist; and the focus continued to be on 
cognitive-behavioural intervention. In addition to this I attended weekly group supervi­
sion with an external facilitator and monthly one to one external supervision which 
were both based on a psychodynamic perspective.
Receiving concurrent supervision from two modalities was at first confusing. The same 
case presented in the different settings elicited different, even apparently contradicting 
aetiology, prognosis and recommendation. However, prompted by my attempts to 
make sense of the apparently conflicting interpretations and recommended treatment 
plans, the experience magnified my interest in, and encouraged my first finitful at­
tempts at, therapeutic integration.
Activity on placement
While the client group I saw in my second year had similar presenting problems of sub­
stance misuse, clients allocate to me were increasingly chaotic, often having dual 
diagnosis.
My group work also developed to include joint development and facilitation of a carers 
group which was designed to support carers of those who were misusing substances.
Therapeutic orientation
As discussed above my therapeutic intervention was based on a crude and developing 
integration of psychodynamic and cognitive-behavioural orientations. It was my inten­
tion that during my third year I would develop the integration which had begun from 
my supervision and academic interests during my first two years.
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Community mental health 
YEARS
Placement setting
My third year placement was also based with an NHS Trust Psychology Department. I 
worked at a Community Mental Health Centre (CMHT) staffed by a multi-disciplinary 
team which was headed by a psychiatric nurse and included a consultant psychiatrist, 
an associate specialist psychiatrist who also worked part-time with a substance misuse 
centre, two occupational therapists, two social workers, three nurses and a trainee 
counselling psychologist.
Placement Philosophy
The team's philosophy was to provide psychiatric, occupational, social and psychologi­
cal support to clients with long-term/severe mental health problems. Beyond this, indi­
vidual members of the team worked from various professional and theoretical 
perspectives.
Client allocation
Referrals accepted by the centre were those with long-term/severe mental health prob­
lems which had a marked effect on their lives. These clients were offered social sup­
port with such matters as housing and employment, occupational training in areas of 
self-care such as cooking and hobbies, psychiatric intervention where medication was 
appropriate - such as with depression, anxiety or psychotic disorders, and psychologi­
cal therapy for difficulties with a predominantly psychological nature and solution.
Referrals to the centre were made either directly to team members as referrers required 
their various professional contribution, or to the centre and then assigned in the referral 
meeting in a similar manner. Individuals of the team then managed there caseloads in 
an autonomous fashion.
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Supervision
During my third year I received two hours of cognitive-behavioural supervision per 
week from clinical psychologist, focusing in particular on assessment of both present­
ing problem and client goals, with a secondary emphasis on outcome monitoring. The 
structured approach of cognitive-behavioural intervention helped impose organisation 
on the development of my therapeutic integration which I pursued during the third year 
both in academic study and therapeutic practice.
Activity on placement
My administrative involvement at the CMHT was limited to attending the referral 
meeting once a week where I was allocated clients who I then initiated contact with 
and integrated into my caseload. Being the only psychologist at the placement I was 
referred all those clients who were considered at the referral meeting to have a specifi­
cally psychological problem. I was responsible for the assessment of these clients, and 
for establishing treatment plans in collaboration with my supervisor.
I also continued an interest in group work by co-facilitating a psychotherapy group 
which was run from an integrative perspective, incorporating aspects of psychody­
namic work and cognitive-behavioural techniques.
Therapeutic orientation
My integrative orientation was influenced by various experiences throughout my three 
years of therapeutic practice on placement, but was particularly refined by my aca­
demic interest in the theory and practice of the Cognitive-Analytic model developed by 
Ryle (1990).
Essentially my therapeutic practice by the end of my third year was an integration of 
the strategies of insight development and procedural modification. During the first 
stage of developing insight my focus was on exploring issues relating to the source, na­
ture, motivation, consequences and perpetuation of using counter-productive neurotic 
procedures. This encourages autonomy, an internal locus of control and self-respect.
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This stage is also intended to motivate the client to engage with procedural modifica­
tion which involves identifying, exploring and integrating new, more flexible and adap­
tive affects, cognitions and behaviours leading to a more functional psychosocial style.
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Integration o f theory and practice 
INTRODUCTION
As explained above, my practical placements have been in different settings over the 
three year course. For my first two years I worked within the speciality of substance 
misuse, and for my third year I worked in general adult mental health. During this time 
I worked essentially with three models of therapy; namely: humanistic, cognitive- 
behavioural and psychodynamic. Over the course of working with these modalities I 
have developed a style of integration which is based on the therapeutic relationship 
model developed by Clarkson (1990). This model promotes an intentional use of vari­
ous facets of the therapeutic relationship which are emphasised at different times de­
pending on several variables including the client's history, the type and severity of their 
presenting difficulties, the level of change that is required, the stage of therapy, and, 
not least, the client's motivation and psychological mindedness (Austen, 1997). Thus, 
my use of relationship facets is not stage-like or exclusive, but a subtle blend with a 
frequently changing emphasis. However, for the purpose of clarity I will consider them 
separately. I will discuss my use of four of the five relationships defined and discussed 
at some length by Clarkson (1990), including the working alliance, the transference re­
lationship, the reparative relationship, and the real relationship.
THE WORKING ALLIANCE 
Developing a working alliance
Establishing a working alliance - Perhaps the first and most important element of a 
therapeutic relationship that achieves therapeutic progress is the working alliance. Ac­
cording to Bordin (1994), essential to the establishment of a working alliance is an 
agreed set of goals. I try and establish this with all clients at the onset of psychother­
apy. I was made particularly aware of the need for an agreed set of goals during my 
work in substance misuse. If, for example, my goal for the client was abstinence and 
the client's was to reduce family conflict from their substance misuse, then not only 
would it be difficult to work towards a goal but I may also be doing a disservice to the
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client by not encouraging them to reconsider alternative more functional goals. Fur­
thermore, when the client does become aware of the discrepancy in goals they may feel 
misunderstood or disrespected, or become disillusioned with the imposition of my 
goals, and even terminate therapy.
Maintaining the working alliance - Having established a working alliance it is next 
important to maintain it through the inevitable fluctuations that occur either when a cli­
ent faces anxiety associated with change, or during experiences of strong negative 
transference, or when their trust has been breached. One way of preventing such fluc­
tuations from causing a therapeutic breakdown is through maximising a client's motiva­
tion to tolerate the stresses often associated with change. During this process I use the 
strategy of empathie reflecting to enhance the client's self-esteem and encourage recon­
sideration of inconsistencies in logic. I begin by reflecting the advantages and disadvan­
tages that a client anticipates would arise from progress, then gradually selectively 
reflect those statements which are self-motivating and those which acknowledge the 
disadvantages of the current situation. It may then also be useful to ask the client to 
elaborate on self-motivating statements, or to reflect their doubts about change.
An example of the latter is from my work with Ms L. She defended her obsessive 
checking of her house at night arguing that 'if all those people who had been murdered 
were as careful as me they would have prevented it'. I reflected empathically, 'The ad­
vantages seem to make the behaviour work keeping, so maybe it would be best not to 
change.'. She immediately replied, 'But by the time I'm 30 I will have had a nervous 
breakdown and my life would not be worth living anyway.'. She thus committed herself 
to persevering towards change.
Utilising the working alliance
By developing a working alliance that it can be drawn upon to effect therapeutic 
change. To this end I employ the therapeutic alliance to develop a client's insight and 
collaboratively apply cognitive-behavioural strategies.
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Developing insight - One of the first functions of the therapeutic alliance in my work 
is to generate, with the client, a formulation of the source, nature, motivation, conse­
quences and perpetuation of their difficulties (Ryle, 1990). The information on which I 
base this formulation is drawn largely fi’om the initial assessment, self-monitoring in the 
form of diaries, and occasionally written tasks such as third person self-descriptions 
(Kelly, 1955). During this phase I produce an agreed diagrammatic representation of 
the client's difficulties which can be modified to accommodate new information as ther­
apy progresses. I have found that this process of establishing a formulation encourages 
client characteristics of autonomy, an internal locus of control, self-respect, and above 
all motivation to identify and implement useful cognitive and behavioural 
modifications.
Cognitive-behavioural interventions - Having identified, as part of the formulation, 
a client's dysfunctional thoughts and behaviours, and having maximised their motiva­
tion to tolerate any anxiety associated with change, it is then useful to collaboratively 
test the validity of these thoughts and modify the emotional foundation of the behav­
iours by incorporating a traditional cognitive-behavioural approach. This may include 
such strategies as Socratic questioning, re-attribution and systematic desensitisation, all 
of which I undertake with the co-operation and understanding of the client.
THE TRANSFERENCE RELATIONSHff
Another facet of the therapeutic relationship which contributes to the process of psy­
chotherapy is the transference relationship. This relationship can provide material for 
interpretation and exploration which can be helpfiil in revealing to the client their rigid 
and counter-productive defences or dysfunctional incongruences. This process of inter­
pretation can be experienced as threatening and is often met with resistance. Conse­
quently it must be conducted with sensitivity and in a collaborative manner within the 
context of a sufficiently robust working alliance to avoid magnification of transference 
issues, and a breakdown in the therapeutic process.
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Such revelations can contribute to the development of the formulation and be used to 
monitor the persistence or modification of the self-defeating patterns. They can also 
initiate change by facilitating motivation and releasing energy expended on repression. 
For example my work with Mr P. and Ms P. was significantly facilitated by my under­
standing and interpretation of transference issues regarding Mr P.'s flippancy towards 
me. This helped him see various processes in his relationship with Ms P., and encour­
aged him towards change (for a fuller discussion see Client study 1).
THE REPARATIVE RELATIONSHIP 
Maintaining a secure frame
Another aspect of the therapeutic relationship central to the curative elements of psy­
chotherapy is the reparative relationship (Clarkson, 1990). The active agent in this re­
lationship has been written about by various people under different headings including 
unconditional acceptance (Rogers, 1962), holding (Winnicott, 1965), support (Kohut, 
1977) and a corrective emotional experience (Alexander & French, 1946).
In my clinical work I attempt to develop this replenishing relationship by providing a 
secure frame. This includes demonstrating acceptance of a variety of expressive behav­
iours from the client including silence, crying, and free association, amongst others, 
and also demonstrating an absence of bias and prejudice. It also means facilitating a 
feeling of safety by providing an uninterrupted session, a contract identifying a number 
of sessions, and confidentiality.
My reassurance of confidentiality incorporates the possibility of securing their approval 
for appropriate networking with other professionals such as probation officers, solici­
tors etc. or discussing with the client the necessity of informing relevant authorities if I 
suspect significant danger to themselves or a third person. As suggested above the pro­
vision of such a frame demonstrating safety and acceptance can itself be a powerful 
agent facilitating therapeutic change.
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Preventing premature termination
Conversely, I have recognised, particularly in my work with clients presenting sub­
stance misuse problems who have often suffered from years of abusive relationships 
and rejection, that the absence of a reparative element to my intervention quickly 
causes premature termination. I have also learned that messages of acceptance and 
positive regard are not only conveyed through what I say but also through an appropri­
ate smile or tone of voice.
THE REAL RELATIONSHH»
The final facet of the therapeutic relationship through which I focus my work is the 
real relationship which, it has been claimed, is present in all therapies, even those that 
minimise its importance (Gelso & Carter, 1985). The real relationship features genu­
ineness and realistic perceptions, and has been written about extensively by Rogers 
(1979). Genuineness can be facilitated by such processes as appropriate self-disclosure, 
admitting a mistake or weakness, and even by appearing vulnerable.
Developing trust
In my clinical experience one of the main advantages of allowing myself to be experi­
enced by the client as a real person is to secure their trust. It is perhaps impossible to 
secure trust if I conceal my true self and instead present myself as a mysterious, power­
ful therapist. The advantage I have recognised in presenting my true self and securing 
this trust is that it facilitates and compliments other therapeutic activity that is engaged 
in throughout the intervention.
Modelling self-acceptance
The real relationship also serves to model self-acceptance to a client. A simple example 
can be taken from my work with Mr S. when I admitted that I had forgotten what my 
illustration was intended to illustrate. We laughed, but more importantly seeing me ac­
cept my mistake seemed to give Mr S. permission to accept his own weaknesses while 
also working towards change.
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Nurturing self-esteem
Finally, presenting myself as a real person also reassures a client that I am genuinely in­
terested in them, and in identifying personalised solutions to their idiosyncratic situa­
tion, rather than having textbook answers to their problems. I have found that it is 
important to demonstrate this genuineness not only during the course of therapy, but 
also during the termination where I find it often appropriate to acknowledge with a cli­
ent the depth of our genuine relationship, and perhaps also what I have gained from the 
relationship. I have experienced that such expression can have a significant impact on a 
client's self-esteem as they leave the experience of psychotherapy.
CONCLUSION
As is evident from this account of my integration of theory and practice I have devel­
oped a style of intervention which is structured by an intentional use of the therapeutic 
relationship - guided by continual sensitivity to various client characteristics. This 
structure accommodates aspects of the humanistic, cognitive-behavioural and psy­
chodynamic orientations of therapy. The framework of the therapeutic relationship is a 
flexible emphasis of relationship facets including the working alliance, the transference 
relationship, the reparative relationship, and the real relationship. I intend to continue 
drawing on academic study, clinical experience and research, and developing this inte­
grative model from which I practice as a scientist/practitioner of psychological therapy.
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Introduction to client studies
In order to further demonstrate my style of therapeutic integration I will present four 
summaries of my work with clients. These summaries cover my three years of thera­
peutic experience and so are taken from my work in substance misuse and general 
adult mental health. The presenting difficulties include alcohol misuse, panic attacks, 
gambling addiction and anxiety. Because of these, and other client differences, the 
summaries demonstrate the flexibility of my approach, with variable emphasis on dif­
ferent facets of the therapeutic relationship, whilst integrating the humanistic, psy­
chodynamic and cognitive-behavioural orientations of psychotherapy.
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Client study 1 -  'Mr P,, 34yrs. & Ms P., 30yrs.
PRESENTING PROBLEMS
Mr P. and Ms P. attended therapy because of Mr P.'s current dependence on alcohol, 
and the possibility of his relapse into previous, and more problematic use. His concern 
was that his wife would overreact to such an event. She, on the other hand, was con­
cerned about the 'unbearable misery' associated with relapse, and expected it would 
mean the end of their relationship. Even without a relapse they recognised that the 
level of conflict in their relationship over these issues was rising to an unacceptable 
level.
BACKGROUND
Mr P. described a childhood largely devoid of adequate parenting; his father left the 
family home when he was four, and his mother spent much of her time drinking. At the 
age of 11 he was sent to boarding school and became increasingly distant from his 
mother, preferring to rely on the company of his friends with whom he often drank 
heavily. Through school and university Mr P. became increasingly dependent on alco­
hol but still secured a degree in accounting and embarked on a successfril career as an 
accountant.
At the age of 24 Mr P. married his wife, Ms P., but soon into the relationship his alco­
hol use became a significant problem and caused increasing conflict. There seemed to 
be a pivotal point when Ms P. found out that he had crashed his company car for the 
second time while over the limit, and had received a 3 year driving ban. After learning 
this she was more inclined to listen to her mother's warnings that he had a serious 
problem, and demanded that he seek help.
FORMULATION
The presenting concerns of Mr P. and Ms P. seemed to centre on Mr P.'s problematic 
drinking which appears to have had roots in his childhood. It seems that at an early age
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Mr P. learned that alcohol was an effective substitute for the love and security he failed 
to receive from his parents who were preoccupied with their own difficulties.
It seems that Mr P. became increasingly dependent on alcohol to cope with stressful 
events in his life such as being sent to boarding school, going to university, and starting 
a new job. It also seems that he continued to rely on this source of comfort in spite of 
the considerable prices he paid which included a criminal record, car crashes, a driving 
ban, and marital difficulties.
It also appears that these negative consequences caused Mr P. to feel guilty about his 
drinking, an emotion that he coped with by denying the severity of his addiction and 
the associated problems. This denial seems to have prevented him from sufficiently 
gaining control, and to have caused the relationship conflicts.
INTERVENTION
The incongruence between Mr P.'s professed enthusiasm for exploration and change 
and his denial of a significant drink problem indicated the need to first develop a suffi­
cient working alliance and then develop his insight into the issues surrounding the 
cause, perpetuation and consequences of his alcohol dependence. To this end I in­
tended to utilise my understanding of the transference issues within the therapeutic 
process, helped particularly through the use of supervision.
When the working alliance seemed sufficiently robust I gradually and cautiously of­
fered interpretations to Mr P. that his apparent superficiality with me was perhaps 
based on denial. I also suggested that this process may have been a repeat of similar 
dynamics between him and Ms P., out of which arose her finstration and relationship 
conflict. Ms P. was excited that these issues were being discussed, but Mr P. initially 
demonstrated some resistance. Through persistent exploration, guided by his willing­
ness to explore and his growing insight, we eventually arrived at an agreed formulation 
incorporating both his denial of the severity of his addiction and also the function that 
alcohol served for him.
77
Once we had arrived at this formulation a significant proportion of our work was done. 
It followed that Ms P. was encouraged by Mr P.'s acceptance of the formulation, and 
he, feeling less criticism from her, was motivated to control his drinking and even com­
ply with various other requests. At termination they reported a significant reduction in 
both marital conflict and Mr P.'s drinking. We all shared our thoughts on the process 
of therapy, recognising the challenges and breakthroughs, and acknowledging the im­
pact it had made on our lives.
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Client study 2 - Ms U,, 27yrs.
PRESENTING PROBLEMS
Ms U. was referred for psychotherapy because of a recent increase in panic attacks 
during such activities as shopping, travelling in cars and socialising. She had suffered 
from a state of general anxiety for the past eight years, though had maintained a func­
tional lifestyle. Because of the recent increase in panic attacks she had become increas­
ingly withdrawn and isolated from society, and had virtually no social contact, only 
going on the occasional shopping trip with her family.
BACKGROUND
Ms U. described her childhood as dominated by the discipline, criticism and control of 
her mother, which was accompanied by insufficient approval, affection and intimacy. 
When Ms U. was 14, for example, her cousin died and, to protect her form being up­
set, her mother prevented her from attending the funeral. In response Ms U. began to 
rebel and started truanting from school. A similar incident occurred six years later 
when, a few days after an argument, her boyfriend died in a car crash. Her mother 
again tried to prevent her from going to the funeral, this time by trying to hide the fact 
of his death - explaining that he must not really want to contact her. Ms U. explained 
that her mother still remained a controlling force in her life, often using guilt to ma­
nipulate her.
Ms U. related several other incidents in her life which caused her hurt and regret. She 
explained that at the age of 15 she was raped on three occasions by a family fiiend, and 
sexually abused at the age of 16 by a stranger. Because of the distance with her parents 
Ms U. felt unable to discuss these trauma's with them, and instead kept these 'guilty se­
crets', which, she explained, encouraged subsequent promiscuity.
FORMULATION
It seems that Ms U.'s predisposition to panic attacks originated in her experiences of 
sexual abuse. Because of feeling unable to discuss them with anybody they remained
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unresolved, and appear to have left her with growing feelings of anxiety, vulnerability 
and lack of personal control.
It seems also that her panic attacks were precipitated by the death of her boyfiiend. 
Not only was this another traumatic experience in itself but her mother's attempted 
control seems to have reinforced Ms U.'s core state of anxiety and vulnerability, which 
was manifested in the form of panic attacks. Finally, it seems that in return, the panic 
attacks Ms U. experienced served to reinforce her anxiety and vulnerability, thus creat­
ing a vicious circle.
INTERVENTION
Ms U. initially presented a limited outline of her background, omitting her experiences 
of sexual abuse. It seemed that a cognitive-behavioural approach would be appropriate 
for her difficulty with panic attacks. The dynamics within the first few sessions, how­
ever, soon made me question this choice. While Ms U. was very polite and patient she 
seemed disinterested both in the homework we planned, and in self-exploration. She 
also seemed to give clear messages that I was to persevere with trying to understand 
her. For example she explained that a previous psychologist had regrettably focused on 
her relationship difficulties instead of on her; and later she volunteered her thoughts 
that we 'were not getting to the heart of the matter'.
After several sessions I admitted to Ms U. my turmoil and confusion. This prompted a 
critical point in the intervention. She expressed much emotion as she revealed her ex­
periences of sexual abuse. Later she explained that she had wanted to talk with some­
body for years, and that she had found it difficult to trust me enough to talk about 
these memories. I felt an overwhelming sense of humility and understanding, and a 
sense of closeness and trust from Ms U.
From this point several further changes emerged. First, she demonstrated a desire to be 
less controlled by her mother which we worked on in a cognitive-behavioural manner, 
developing her assertiveness and independence; she was also keen to question her
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sense of guilt which we reduced to a limited extent; and finally there seemed to be 
spontaneous reduction in her panic attacks and a return to normal social interaction.
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Client study 3 - Mr T,, 37yrs.
PRESENTING PROBLEMS
At presentation Mr T. was suffering from a recent return to gambling addiction which 
had been preceded by frequent arguments with his girlfriend - herself a psychiatric pa­
tient. He also described fluctuating moods of anger and depression which had recently 
included suicidal thoughts. By presentation Mr T. had stopped gambling but remained 
concerned about relapse and his low mood.
BACKGROUND
Mr T. recalled an unpleasant childhood of rejection and criticism from his parents, and 
bullying from his classmates. He described himself as a loner drifting through school 
and subsequently into the army where he was glad to be free from his parents, whom 
he has seen only a few times since. He had a lonely army career lasting 15 years where 
he continued to be bullied and intimidated. Since leaving the army he had remained 
unemployed.
Until his current partner Mr T. only had a few intimate relationships, and he invariably 
ended these once realising he was being taken advantage of. At 33, however, he met a 
woman with whom he had since had an on/off relationship. He initially explained that 
his partner was his only source of happiness, but later acknowledged her obsessive 
jealousy, dominance, and criticism, and the gradually increasing level of conflict in the 
relationship.
Mr T.'s gambling began in the army on which eventually he was spending all his in­
come. He gradually recognised this to be a problem but put off resolving it until being 
referred to a psychiatrist shortly after leaving the army. Although he did not follow up 
this referral, it prompted him to control his addiction. Until referral for psychotherapy 
he had remained largely free from gambling, but was surprised and concerned by his 
recent relapse.
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FORMULATION
It appears that Mr T. internalised the rejection and criticism he experienced from his 
parents, causing him to feel inadequate and unwanted. This seems to have encouraged 
him to adopt the defensive strategies of social withdrawal, to escape confirmation of 
his self-perception from others, and dependence, to distract himself from his loneliness, 
and provide him with a source of comfort, stability and strength.
It seems that Mr T.'s repeated application of these self-protective strategies had over 
the years reinforced his low self-esteem and robbed him of both money, and the oppor­
tunity of self-fulfilment. For the last eight years, however, he had continued to be iso­
lated, and although he had controlled his addiction to gambling it seems that his 
dependence had been redirected to his partner in spite of her continued criticism, jeal­
ousy and control.
This redirected dependence onto his girlfriend seems to have been manipulated by her 
own needs, and to have had the effect of perpetuating his difficulties of inferiority, de­
pendence and social isolation - including dissuading him from employment and family 
reunion. It also seems that his recent relapse to gambling was due to the decline of this 
mutually dependent relationship.
INTERVENTION
Mr T. initially presented the clear goal of avoiding another relapse to gambling, but at 
the same time seemed unconvinced of this inevitability. Because of this uncertainty it 
seemed appropriate to work from an analytical perspective, exploring the dynamics of 
his vulnerability to gambling. Although Mr T.'s caution meant slow progress we even­
tually developed a formulation which stood in considerable contrast to his initial under­
standing. Mr T. recognised that not only his vulnerability to gambling, but also his 
unemployment, his broken family relationships and his dependence on his partner were 
all actually being nurtured by his partner who, motivated by her need for his depend­
ence on her, persistently reassured him of his vulnerability, inferiority and need of her 
support.
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This realisation eventually seemed to facilitate Mr T.'s sense of independence and self- 
identity. He increasingly expressed concerns about the relationship which initially he 
had been so protective of. Towards the end of therapy Mr T. began to renew contact 
with his family. During this time he received the shocking news that his father was very 
ill, and died a few days later. This brought him closer to his family, especially his older 
sister, and seemed to provide Mr T. with yet more strength and independence.
Mr T.'s rapid progress towards the end surprised me. He chose to end the relationship 
with his girlfriend, moved into supported accommodation where he made a few 
friends, and began looking for employment. He seemed considerably more self-satisfied 
by the time we ended, and he admitted feeling more cheerful and optimistic about the 
friture. He also acknowledged his developed trust in me over the course of therapy and 
I explained that because of his reluctance this made me feel privileged. We both de­
parted with sadness but optimism.
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Client study 4  -  Ms C., 37yrs. l
PRESENTING PROBLEMS
Ms C. presented several problems related to her neurotic preoccupation with the 'evils' 
of illicit drug use. This preoccupation was causing her to obsessively scan her sur­
roundings for evidence of drug misuse, and to avoid television and newspapers in order 
to protect herself from hearing about the prevalence of drugs in society. She believed 
these behaviours were contributing to her depression, anxiety and the gradual decline 
of her marital relationship. Finally, she was concerned by what she described as her 'ex­
cessive restriction' of her 10 year old son's activities, which were intended to prevent 
him from being tempted to try drugs. She believed that this was contributing to his 
neurotic disposition which featured an elimination disorder.
BACKGROUND
Ms C. recalled her childhood as being dominated by the excessive protective control of 
her mother who, she believed, prevented her from learning to 'think for herself. She 
did not enjoy school as she felt continually frightened to do anything 'out of the ordi­
nary', and developed only one good friend. Her brother, on the other hand, who was 
much closer to their father, was considerably more adventurous. When Ms C. was 18 
he developed an addiction to illicit drugs, which led to a family crisis.
In pursuit of happiness Ms C. left home at 20 and married her now husband, however 
the relationship failed to get off to a good start because straight away she became in­
volved with another man. This affair ended when she became pregnant with her hus­
band's son. In spite of continually trying to improve her marriage she recognised its 
continual decline, which was further complicated by the anxiety related psychiatric 
problems of her 10 year old son.
FORMULATION
It appears that Ms C.'s childhood experience of dominance from her mother, who also 
modelled a neurotic disposition, caused her to internalise a sense of inferiority and
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vulnerability. It seems that this core emotional state of insecurity caused her to develop 
a hypersensitivity to threat, and to be preoccupied with self-protection causing exces­
sive avoidance of anticipated discomfort and anxiety.
It appears that her application of this defensive style to the issue of illicit drug use was 
precipitated by witnessing her brother's addiction, and the trauma that she and her fam­
ily experienced as a result. It also seems that Ms C.'s neurotic protective behaviour was 
perpetuated by the sense of self-control, safety and relief which it provided. It seems, 
however, that she presented herself for psychotherapy because of recognising some of 
the consequences which included anxiety, depression, and adverse effects on her hus­
band and son.
INTERVENTION
It was evident from Ms C.'s considerable resistance to exploration that we initially had 
a fragile working alliance. Consequently it was necessary to focus, during the early 
stages of therapy, on maximising her motivation to participate by addressing both her 
fears of change, and also the disadvantages of not doing so. This exploration helped 
her identify that her excessive fears concerning drugs were perpetuated by false logic. 
This in turn helped motivate her to work through the stresses associated with challeng­
ing such views.
This motivation enabled us to focus on our agreed goals; namely to modify Ms C.'s 
views and feelings towards illicit drugs and her associated obsessive behaviour. Be­
cause these goals were clearly conceptualised we then collaboratively embarked on a 
cognitive-behavioural programme of cognitive restructuring and systematic 
desensitisation which she engaged in with increasing confidence as she recognised the 
possibility and advantages of change. By discharge Ms C. demonstrated little preoccu­
pation with drugs, she had stopped her obsessive scanning, and had started watching 
television and reading newspapers. She also reported improvement in her self-esteem 
and with her marital relationship including better communication, and intimacy.
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Process issues
INTRODUCTION
During my therapeutic experience in both substance misuse and general adult mental 
health I have learnt to be aware of, and utilise, a range of therapeutic processes. For 
the purpose of clarity I will arrange these issues under the four categories of session 
structure, developing an understanding, developing insight and relationship issues. In 
order to demonstrate these process issues I will refer to two therapeutic sessions; the 
first is a session with Mr I. - a 32 year old man who presented with panic attacks, and 
the second is a session with Ms O. - a 46 year old woman who was suffering from de­
pression. It should be acknowledged that this is not a comprehensive list of therapeutic 
processes, but a summary of the useful processes represented in these two sessions.
SESSION STRUCTURE
Whether influenced by the client's lead, my direction or other incidental events, a ses­
sion usually evolves an identifiable structure involving phases, themes, changes and 
movement etc. Both of the sessions with Mr I. and Ms O. evolved a particular struc­
ture which I shall outline.
Mr I.
The session with Mr I. began with my opener inviting him to reflect on the previous 
week's session. This led to a discussion about the causes of his social anxiety and panic 
attacks. From this discussion I observed Mr I.'s external locus of control and intended 
to discuss cognitive theory to demonstrate the control available to him. The illustration 
I used influenced a significant change in the therapeutic process. Mr I. changed from 
being collaborative and motivated to being critical and distant, which aroused my curi­
osity and anxiety. Once we identified that his reaction was due to a misunderstanding, 
causing him to believe that I expected no possibility of progress, a new phase began. 
Not only was Mr I. relieved at the correction, but we proceeded with collaborative
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exploration of the experience which further demonstrated the links between percep­
tion, feelings and behaviour. It was a difficult session, but one which Mr I. frequently 
referred to during later sessions as an experience from which his insight had been 
developed.
Ms O.
The session with Ms O. also evolved a structure. She spontaneously began by relaying 
numerous current stresses and concerns which caused me to be both confused and ex­
hausted. The session slowed down once I focused on a comment she had made about 
not wanting to work on herself today. Having slowed down Ms O. became very tear- 
fiil. She reflected that she was now feeling and being more honest, and that her exhaus­
tive talking reflected her life which also served to distract herself from her feelings of 
depression and anger. This observation enabled me to initiate a discussion of the nega­
tive consequences of her hectic behaviour and lifestyle which seemed actually to com­
pound her anxiety and depression. During this discussion the session was considerably 
calmer and more balanced. It finished by Ms O. committing herself to modifying her 
behaviour and resolving her underlying anxieties.
DEVELOPING AN UNDERSTANDING
Listening
Within such session structures various other significant processes can be utilised for 
therapeutic benefit, not least is for me to develop a clear understanding of the client's 
life and problems. This primarily involves accurate listening to the information pro­
vided by the client, including the contents of the verbal information, the manner in 
which it is presented, and the client's mood, tone, body language etc. The gathering of 
this information enables the development of a comprehensive picture including 
thoughts, feelings and behaviours related to the client's past, current issues, and also 
immediate issues within the therapy session.
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In order to facilitate the client's presentation of material it is important to offer small 
rewards. For example, in both the sessions I often used interventions including 'mhum', 
'yes', 'right', etc. I was also careful to hold an attentive posture and use appropriate 
nodding of my head. It is important that these interventions are genuine and natural, 
rather than a defensive or condescending act which seldom actually fools a client.
It is also useful to request from the client, 'Can you tell me a little more?'. In the ses­
sion with Mr I. this intervention encouraged him to elaborate on his recent panic at­
tack. Similarly, a re-statement of the last word or phrase can also elicit elaboration. For 
example, my repetition of Ms O.'s word 'mellowed' encouraged further explanation on 
the change she had seen in herself over the past few weeks.
Another tool available to elicit further information is to reflect a meaning back to the 
client. For example, when talking about how he felt in the session Mr I. spoke about 
his stomach 'squeezing really tight'. My reflection 'so, you feel tense in here' encour­
aged further exploration and revelation that when he feels such tension he anticipates 
urgently needing the toilet, and this causes him to panic.
Questioning
Another tool available to facilitate the development of my understanding is the effec­
tive use of questions. Open questions are useful in allowing the client to select material 
they believe to be relevant, while closed questions encourage focused attention on sig­
nificant issues. Open and closed questions can thus be used in sequence to identify and 
then explore relevant material. For example, when discussing Mr I.'s negative feelings 
during the session I asked an open question enquiring about what he had done to feel 
better. He explained that he had tried to generate some positive thoughts. I then 
wanted to focus on this answer and so asked the closed question, 'So you tried to mod­
ify your thoughts?'. This effectively led to his focused attention on the fact that modifi­
cation of thoughts can lead to control of feelings and behaviours.
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open and closed questions can also be used to elicit information through a number of 
other means. They can be used to seek clarification. For example, in order to under­
stand better what Ms O. meant by saying she did not want to work on herself, I asked, 
'So, when you said you don't want to work on yourself today, what did you mean?'. 
She went on to explain that her sense of chaos and confusion was becoming so great 
that she felt unable to 'perform' in the session. This clarification provided me with use­
ful material which helped me to understand better what was going through Ms O.'s 
mind, and this guided my subsequent interventions.
Questions such as, 'Can you tell me when you last had a panic attack?', can also be 
used to accumulate specific details. And finally, questions can be used to demonstrate 
empathy and also encourage exploration. For example, when I asked Ms O., 'Why are 
you tearful?', she seemed pleased that her tears were acknowledged, and was prompted 
to express her fear that she was 'going around the bend'.
DEVELOPING INSIGHT
Giving feedback
Another important aspect of psychotherapy is to develop the client's insight into issues 
surrounding their difficulties. This relies on therapeutic processes including giving 
feedback and challenging. A frequently used means of giving feedback is to offer inter­
pretations to issues, either past or within the session. One of the useful interpretations I 
offered Ms O. was that she seemed to be trying to entertain me during the session. 
This encouraged deep self-reflection from her, after which she recognised that she fre­
quently behaved in this manner with other people, whether on the phone, in business 
meetings, at parties, etc. We went on to identify the motivation behind the behaviour, 
and the price she had to pay which included chaos, exhaustion and a reputation of not 
having the capacity to be serious.
Another means of giving feedback is to offer a brief summary of previous discussion 
with the aim of clarifying what has been said, and thereby facilitating progress. An
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example within Mr I.'s session was my summary of the session structure to demon­
strate the links between thoughts, feelings and behaviours. I explained that during the 
first period when he had been thinking that I was his last chance, he had been moti­
vated and hopeful. Then, when he understood me to expect no progress, he had be­
come disillusioned and distant. And finally, on correcting this misunderstanding he had 
again become hopefiil. This summary was intended to clarify cognitive theory and mo­
tivate Mr I. to modifying his underlying logical errors which were causing the panic 
attacks.
Challenging
Another therapeutic process which can be used to develop insight is that of challeng­
ing. This can focus on issues including inconsistencies, distortions, denial, or a client's 
intentional ignorance of choice. Towards the end of the session Ms O. began to reflect 
on changing her style of entertaining, identifying that such change would not be possi­
ble. I challenged the notion that it was inevitable and reminded her that, as with most 
other behaviour, it was a choice; she could be influenced by the immediate advantages 
of persistent entertainment at the price of perpetuated anxiety and depression, or she 
could sacrifice these advantages for a calmer and ultimately more satisfying experience. 
This challenge encouraged her to acknowledge her control and to commit herself to 
behavioural modification.
One of my challenges in Mr I.'s session was directed to his inconsistent claims that, on 
the one hand, the world was too hard and insensitive, and on the other, his mother had 
caused him to be too sensitive. This inconsistency seemed to be a result of his attempt 
to reduce cognitive dissonance generated by his sense of external locus of control. I in­
tended to challenge his inconsistency and then demonstrate his responsibility and 
choice of behaviour. I suggested that, 'It sounds as if you think it's right, you're level of 
sensitivity. Whereas a few minutes ago you were saying you were too sensitive'. This 
led to Mr I.'s acknowledgement of his own responsibility for his emotions and behav­
iours, and encouraged a desire to change his level of emotional sensitivity and control 
his panic attacks. Subsequently I summarised, 'It almost seems as if to be hard, the way
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you don't like people being hard, is actually the price people pay in order to protect 
themselves from the emotional issues'.
RELATIONSHIP ISSUES 
Transference
The last process issues discussed here are associated with relationship issues. One 
process which is a particularly informative source of material is the transferential rela­
tionship. My awareness and understanding of the dynamics within the transferential re­
lationship can provide me with valuable information which I can pass on appropriately 
to the client through feedback, interpretations, summaries, challenges, etc. and thereby 
facilitate insight development and motivation to change.
In Mr I.'s session, for example, I recognised subtle fluctuations in his trust in me and 
optimism about change. My awareness was largely influenced by the reflection of Mr 
I.'s experience in my counter-transferential feelings. I paid close attention to these dy­
namics which helped me understand his cognitive style and its influence on his current 
difficulties. My interpretation and our subsequent exploration of these issues provided 
Mr I. with personal insight and motivation to control his emotions and behaviours 
through cognitive restructuring and systematic desensitisation.
Awareness of transferential issues also helped me understand issues related to Ms O.'s 
life. I recognised my feelings of exhaustion and confusion within the session. Ms O. 
clearly related to my self-disclosure of these feelings, explaining that this was how she 
frequently felt. This helped us develop an understanding of the counter-productive na­
ture of her current coping style which caused this exhaustion and confusion.
Counter-transference
Some processes within the therapeutic relationship can be more usefully acknowledged 
only to myself, and care should be taken to avoid their significant influence of the 
therapeutic session. A particular example of such counter-transference was when Mr I.
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compared me to his sister who had previously helped him manage his panic attacks. I 
felt challenged and threatened by Mr I.'s appreciation of his sister's help. I considered 
the possibility that my feelings were either consciously or unconsciously intended by 
Mr I ,  and drew possible interpretations from this. I was, however cautious not to 
make defensive interventions which would put me in favourable comparison with her, 
and thereby allow my personal issues and emotions to dominate the session.
Self-disclosure
Finally, a process issue which takes place within the framework of the therapeutic rela­
tionship, and which requires similar caution, is the use of self-disclosure. It is the case 
that with all contact with client's that there is an element of self-disclosure. Whether 
this is limited to semi-concealed authenticity of mood and emotion or an overt revela­
tion of personal experience depends on the choice of the therapist. While I find it use­
ful to be real I am careful to ensure that self-disclosure is appropriate and does not 
dominate the session or distract from the issues presented by the client. For this reason 
my self-disclosure within the two sessions with Mr I. and Ms O. was very limited. I re­
layed no personal stories or experiences, preferring only to disclose my feelings within 
the sessions. Nevertheless, self-disclosure, as with the other process issues discussed 
above, can also be used effectively in the pursuit of therapeutic progress.
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RESEARCH
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Introduction to research dossier
My three pieces of research over the three years of the PsychD were all related to 
therapeutic outcome. My interest in outcome monitoring was influenced largely by my 
undergraduate work looking at ways to monitor routine therapeutic intervention. I was 
particularly interested in outcome monitoring systems designed to facilitate the devel­
opment of intervention theory and to demonstrate intervention success for funding pur­
poses. My placement in substance misuse provided me with the challenge to develop 
an outcome monitoring system specifically related to substance misuse intervention. To 
this end, during my first year, I conducted a literature review to familiarise myself with 
current theory and practice in outcome monitoring for substance misuse intervention. 
This provided me with the ground work to develop an outcome monitoring system 
during my second year. The final version of the monitoring system was not only influ­
enced by the literature review, but also by feedback fi*om substance misuse therapists, 
and my clinical experience.
For my third year research I moved away from developing outcome monitoring tools, 
but was still interested in conducting outcome based research. I was particularly inter­
ested in investigating the issues of psychological mindedness, efficacy expectancy, mo­
tivation and therapeutic alliance - variables which, during my first two years, I had 
identified as significantly related to therapeutic outcome. My intention was to contrib­
ute to the understanding of how these variables interact, and thereby contribute to the 
development of intervention theory and practice, and maximise intervention success.
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Towards a consensus o f service evaluation for drug and alcohol intervention
ABSTRACT
Numerous issues have emerged from the government's recent introduction of purchas­
ers and providers to the National Health Service (NHS). This study will focus on the 
heightened need to obtain and offer 'value for money'. Faced with the need to maximise 
efiBciency, stake holders must persistently justify the allocation of resources. This in 
turn requires service providers to offer regular evaluative updates of their service and 
its effectiveness. Such evaluation has only recently emerged in drug and alcohol inter­
vention, and aims ultimately at sustaining and developing an increasingly effective 
service.
Because evaluation is relatively novel to drug and alcohol intervention there are many 
questions insufficiently resolved, and an apparent lack of consensus on issues such as 
how, what, when and why evaluation of such services should be carried out. This study 
addresses some of the fundamental points and while suggesting a useful evaluation 
structure. It concludes by paving the way to a consensus of what would constitute use­
ful contents of outcome evaluation, and finally offers recommendations for future re­
search topics.
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THE PURPOSE OF EVALUATION
There are essentially three purposes for performing service evaluation; to contribute to 
scientific knowledge, for service development, and to demonstrate the quality of the 
service. The purpose behind the implementation of any particular evaluation will have 
implications on a number of issues such as what information is to be collected, how it 
is to be collected, and how it is to be presented. It is for this reason essential that the 
purpose for evaluating drug and alcohol services is established.
CONTRIBUTION TO SCIENTIFIC KNOWLEDGE
The implementation of evaluation for clinical research aims to satisfy demand for clini­
cal information on the effectiveness of drug and alcohol interventions. Such rigorously 
controlled clinical trials allow the evaluation of many and specific topics, which gradu­
ally provide knowledge to the scientific community and which will then be integrated 
with the larger knowledge base concerning drug and alcohol intervention. Questions 
addressed by such methods include: Do clients improve following treatment? Are im­
provements confined to alcohol or drug use, or are they more pervasive? and. Are 
these improvements a result of treatment? (McLellan, Luborsky, O'Brien, Woody, & 
Druley, 1982).
The long term goal of such investigations is the support and development of such in­
terventions. Hence good quality, independent evaluative research is important. Unfor­
tunately, despite the benefits of such investigations, there is a paucity of informative 
research in the UK substantiating the effectiveness of intervention. What research does 
exist has been largely anecdotal and carried out almost entirely in the US.
DEVELOPMENT OF THE SERVICE
The development of drug and alcohol intervention is not only supported by the rela­
tively long term approach of clinical evaluation research, but also in the more short
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term by routine evaluation of the service. Such evaluation attempts to determine "what 
treatment, by whom, is most effective for this individual with that specific problem, and 
under which set of circumstances' (Paul, 1967). Answers to these questions provide a 
means for improving intervention both at the design and the performance stage (Ger­
hard, 1981; Windsor, Baranowski, Clark, & Cutter, 1984). But to arrive at such an­
swers it is necessary to make comparisons between clients, staff and treatments.
Comparison between clients
Given the heterogeneity of the client population it is likely that intervention, however 
uniform, will produce different outcomes for different client groups. By comparing 
such groups, less tractable sub-groups can be identified for whom intervention needs to 
be modified to increase effectiveness. Experimental modifications could be introduced 
to the intervention, such as length of intervention, therapeutic model, etc., to see the 
intervention that has most influence on treatment effectiveness.
Comparison between staff
Drug and alcohol services are jfrequently delivered jointly by several professions. Con­
sequently it is also important to introduce another variable which can be used to dem­
onstrate which clients are helped most by what type of profession. Such evaluation 
might also make comparisons between staff experience, and training.
Comparison with other treatments
A third area, which is perhaps more extensive than comparisons between clients and 
staff, is comparison between treatments. This can involve comparisons between both 
therapeutic model as well as other additional features of intervention.
Therapeutic model - There is a wide range of therapies which have been applied to 
drug and alcohol work. The effectiveness of each can be compared.
• Perhaps the most prevalent model in drug and alcohol services today is cognitive 
therapy. This approach seeks to identify and modify maladaptive thoughts or beliefs
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that contribute to problem drinking and/or drug use. Included here are relapse 
prevention strategies that target cognitive mediational processes such as 
expectancies and self-efficacy.
• Brief therapy is also used for drug and alcohol-related problems. It typically consists 
of 1-3 sessions of motivational feedback and advice. The user is typically given an 
assessment of substance-related impairment and is advised to change his or her use.
• Behaviour contracting is also a frequently used approach. It aims at extinction of 
drug or alcohol use through behavioural techniques including, punishment of old 
behaviours, reinforcement of new behaviours incompatible with problem use and 
behaviour prompts.
• Psychodynamic therapies are also employed in tackling substance misuse. They seek 
to uncover unconscious conflicts and dynamics that are believed to make up the 
person's underlying, causal problems. A major goal of such psychotherapy is for the 
client to achieve insight into these underlying causes, and to work through conflicts.
• A final therapy used to combat drug or alcohol abuse is through hypnotic trance. 
When such a trance is induced the individual is given specific instructions intended 
to alter future use. Some treatments have relied upon post-hypnotic suggestion, 
while others have induced relaxing or aversive imagery during trance.
Additional features - There are a number of other techniques of intervention used
alongside counselling. These are also accessible to evaluation intended on finding the
most effective intervention for type of client and staff.
• A frequently used technique is self-control training. Specific self-management skills 
are taught to help the client reduce or avoid drug or alcohol use. Strategies 
commonly include specific goal-setting, self-monitoring, rate reduction.
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self-reinforcement, functional analysis and learning and adopting mental or 
alternative coping skills.
Stress management training is also used in drug and alcohol services. The individual 
is taught methods for reducing personal tension and stress. These have included 
relaxation techniques, systematic desensitisation and cognitive strategies.
In certain communities medication is also used. Certain antidipsotropic medications 
are designed to induce an unpleasant physical reaction when combined with certain 
drug or alcohol use. Psychotropic medication alters the individual's psychological 
state. This strategy is most likely to be employed when the person, in addition to 
substance abuse, manifests other significant psychopathology such as major 
depression (anti-depressants), bipolar disorder (lithium), anxiety disorder 
(anti-anxiety medication) or schizophrenia (anti-psychotic drugs). Such medications 
have sometimes been prescribed with the intent of directly impacting the primary 
alcoholism.
Lectures and films are also commonly used in substance use intervention. The intent 
is to convey and reinforce new information to help the person understand and 
change his or her use and related problems.
Occasionally acupuncture has featured on the list of additional intervention 
contents. It is an ancient Chinese healing art that has only recently been tested as a 
treatment for addictive behaviours. Small sterile needles are placed into the skin at 
precise locations, according to body maps pinpointing sites believed to impact 
specific problems.
Additional items useful to monitor include the use of group work which vary in 
content and focus. Intervention also varies in planned duration, which can be either 
fixed or variable. Intervention also varies in intensity; some services are day services
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others are residential. Residential services also vary in the degree to which they 
monitor client activity.
DEMONSTRATION OF SERVICE QUALITY
Another purpose of service evaluation is to demonstrate the quality of the service. This 
involves both service breadth and service effectiveness.
Service breadth
Of interest to fund holders is the breadth of what is offered by a service. Beyond coun­
selling, interventions may include outreach work (e.g. drug users, alcohol users, sex 
workers, and primary health care liaison), group work (e.g. support for users, support 
for carers of users), prescribing clinic, detoxification service, needle exchange, and cri­
sis intervention.
Service effectiveness
As with all services of psychological initiatives, serious claims have been put forward 
challenging the effectiveness of alcohol and drug interventions. Such claims give the 
impression that their benefits are insubstantial (Cummings, 1979; Edwards, Orford, & 
Egert, 1977). This calls for another, and perhaps the most motivating, reason for serv­
ice evaluation - the demonstration of intervention effectiveness.
Motivation - Evaluation of service effectiveness has several motives. First, the obser­
vation that clients sustain levels of functioning after treatment that are better than those 
they experienced before treatment is an ethical justification for treatment.
Beyond the ethical justification for treatment, a further compelling reason for service 
evaluation is that doing so provides a means to fund, and thereby maintain, the service. 
The new relationship between purchasers and providers has heightened attention to 
such monitoring. Demands on resources means that purchasers must base decisions
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regarding allocation of funds on routine monitoring of the effectiveness of their expen­
diture (Daniels, Mines, & Gressard, 1981).
The need to demonstrate effectiveness has heightened the level of competitiveness be­
tween agencies. Thereafter they increasingly feel the need to fight for survival. Unfor­
tunately this competition has caused divergent and innovative interventions to 
converge and standardise in an attempt to access most clients and therefore to receive 
further funding.
Such activity is unhealthy and destructive. As suggested above a more productive ap­
proach would be for agencies to overcome the suspicious and competitive climate and 
co-operate (ISDD, 1984). This co-operation could contribute to the determination of 
'what treatment, by whom, is most effective for this individual with that specific prob­
lem, and under which set of circumstances' (Paul, 1967) - with their prime aim to es­
tablish the best possible local network, rather than individual service survival.
Vehicle - One question of considerable interest is the effectiveness of treatment pro­
grammes in comparison with no treatment at all for the same type of client. This is dif­
ficult to address because of the unacceptability of random assignment to no treatment 
control. Consequently, treatment evaluations are likely to be confined to contrasting 
treated groups with various naturalistic comparison groups. Although community sur­
veys can provide a comparison group of sorts, there are too many confounding vari­
ables to place much confidence in such a comparison.
An alternative way of demonstrating service effectiveness is to compare outcomes with 
previously set targets. In this increasingly competitive market it is inevitable that this 
information will be utilised to make comparisons between services.
These between service comparisons will attempt to demonstrate the superiority of in­
tervention philosophy. Philosophies include abstinence, the twelve steps, and harm re­
duction. Abstinence-oriented programmes believe that those they treat cannot return to
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any use without negative consequences. Whether this is a possibility and what is the 
likelihood of this happening is still a hotly debated but empirical question (Heather & 
Tebbutt, 1989).
Though not a formal treatment, the fellowships of Alcoholics Anonymous (AA) and 
Narcotics Anonymous (NA) are commonly incorporated into drug and alcohol inter­
vention. At AA and NA meetings, members follow a spiritual programme known as 
the Twelve Steps as they discuss drug and alcohol issues in their lives.
Harm Reduction is a concept which has attracted considerable attention throughout 
the 1990's and currently bears a fairly broad definition. Contemporary philosophy on 
harm reduction has as its aim the minimisation of harm and the reduction of risk, 
whether this is through controlled drug and/or alcohol use, minimal use, or even absti­
nence. It is not a collusion with drug and alcohol users or approval of such use. Harm 
reduction intervention aims to attend not only to the user but also to those within the 
immediate locality of the user and the wider society. /
Perhaps the best example of this approach is the aim to reduce the incidence of HIV 
among injecting drug users. Here the aim of drug and alcohol services would be to pre­
vent people fi-om starting to inject drugs, encourage cessation of injection and in­
jectable substances, provide access to new needles and syringes, and encourage the use 
of protection with anal and vaginal penetrative sexual intercourse.
Comparisons between services to demonstrate intervention effectiveness can also con­
sider, as discussed above, therapeutic model and additional features in the context of 
service development.
INTER-RELATIONSHIP
A complex complementary relationship exists between these three purposes of evalua­
tion. When routine evaluation of clinical intervention identifies an area which might
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benefit fi*om change, it also recognises a topic which could benefit fi-om more thorough 
in-depth empirical consideration. The implementation of changes which might be rec­
ommended from these empirical trials will in turn benefit from routine evaluation. As 
has been noted by Strohmetz, Alterman, and Walter (1990), it is not yet clear as to 
what extent clinical trials of treatment effectiveness employing random assignment of 
volunteer subjects can be generalised to everyday treatment. Thus routine evaluation 
can determine whether recommended treatment improvements are generalised and sus­
tained in ongoing treatment programmes. In turn these monitored changes can provide 
useful information for providers to demonstrate to purchasers the greater effectiveness 
of their interventions.
As mentioned above, the purpose behind the implementation of an evaluation has im­
plications on the structure and contents of the evaluation, and so must be established 
before embarking on the development of such a system. The primary purpose upon 
which this evaluation system will be based, is the provision of a way to routinely dem­
onstrate quality of the service to purchasers. The quality of the service will include 
both breadth and effectiveness. The vehicles for demonstrating service effectiveness 
will be comparisons with previously set targets and between agencies. Comparisons 
between agencies will be based on philosophy, therapeutic model and various other 
service features.
The utility of this evaluation system may be sufficiently versatile so as to provide a sat­
isfactory system upon which service improvement can be based. The evaluation system 
will be set up so as to be able to base service development on comparisons between 
clients, staff, and treatments. Comparison between treatments will be based on com­
parison between therapeutic model and various other service features. This service 
evaluation system will also provide some useful information to more focused empirical 
enquiry.
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EVALUATION STRUCTURE 
NEED FOR CONSENSUS
Evaluation activities and contents of drug and alcohol intervention currently vary on a 
number of accounts. There are numerous evaluation foci, including examination of 
programme design, monitoring programme implementation, achieving short- or long­
term goals and objectives, examining the extended impact of intended and unintended 
programme effects, or calculating the programme's relative cost-efficiency or 
cost-effectiveness.
Both the demonstration of service quality and attention on service development rely on 
the production of comparable inter-service data. As mentioned above, such data can 
only be produced if there is a consensus on drug and alcohol service evaluation.
Demonstration of service quality
The comparison of service quality relies on a consensus of what service evaluation is, 
why it is done and how to do it, because the establishment of a standard outcome 
measure allows purchasers to make a comparison between the effectiveness of and 
contents of different types of intervention approaches.
Service development
Service development relies on the comparison of different treatments for different cli­
ents. For this to be possible between services it is necessary to determine the numerous 
prognostic client variables, which must then be measured and taken into account when 
comparing outcomes across non-randomised treatment programmes. This eliminates 
confounding variables from self- or service-selecting interventions. This activity will 
enable treatment variability to be attributed to both programme variability and client 
variability in their relevant proportions; and thereby eliminate client variability in treat­
ment comparison. The next section will settle some issues, as it attempts to create a
105
structure of service evaluation and prepare the way for consensus on contents of serv­
ice evaluation.
TYPE
One important issue to settle is: by what authority should the evaluation be introduced 
into the service?. This will have an impact on the feasible extent of evaluation and staff 
co-operation. The evaluation can be imposed on the service or a voluntarily procedure, 
it can also be either carried out be external auditors or by internal means.
Imposed - voluntary
Imposed evaluation can be viewed quite sceptically and fearfully by some clinicians 
who believe that the evaluation data will be used to monitor their individual perform­
ance. It has to be stressed to them that the provider will not have access to individual 
questionnaire responses, and that they will only receive the raw data after statistical 
analysis.
Voluntary evaluation, oh the other hand, usually means that compliance is enhanced. 
Therapists still must be assured that the findings cannot be used for disciplinary pro­
ceedings. The evaluation system recommended by this study will base is based on a 
voluntary approach.
External - internal
It has been suggested that the perception of a service being truly confidential is the 
cornerstone of a successful drug and alcohol programme. Consequently providers of 
drug and alcohol services are unwilling to be evaluated by independent researchers be­
cause they are concerned about the ethical and legal issues surrounding confidentiality. 
For this reason they are likely to resist the encroachment of outside evaluators. Thus, 
routine service evaluation must be conducted internally as a routine part of service de­
livery of clinicians.
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ASPECTS OF CORE SERVICE FOR EVALUATION
It is also necessary to determine which aspects of service delivery are necessary to 
evaluate, in this case, for the purpose of demonstrating service quality. Possible aspects 
include input, process, and outcome.
Input
Input refers to demographic data and information about the referral. Demographic data 
could include age, sex, race/ethnicity, marital status, education and training. Referral 
information could include geographical area, next of kin, GP, length of the drug or al­
cohol problem, age at first use, age at first regular use, number and types of substances 
misused, treatment history, who suggested they contact the agency or source of 
referral.
Input data might be useful for demonstrating service quality or developing the service. 
This can be done by providing information to match clients for between treatment and 
between client comparison of effectiveness to either demonstrate overall treatment su­
periority or treatment superiority for a type of client.
Process
Until the influence of the purchaser provider divide the most common type of evalua­
tion was that of process. Process evaluation attempts to answer the question: what was 
done to the client? This evaluation examines the process of investigation, evaluation 
and intervention to determine how the client was managed. It assesses whether the 
quality of intervention received was as good as could be achieved in the circumstances.
Process evaluation could begin with a consideration of waiting times, and continue by 
attending to number of people contacted and frequency of contact with service facili­
ties which might include outreach work (e.g. drug users, alcohol users, sex workers, 
and primary health care liaison), group work (e.g. support for users, support for carers
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of users), prescribing clinic, detoxification service, needle exchange, counselling, and 
crisis intervention.
The process of service practice might also be interested in recording the number clients 
referred on who do not receive service intervention; or for those discharged after inter­
vention period of contact, reason for closure, type of closure, number of sessions, 
other agencies involved (now and in the past).
Process might also consider aspects such as buildings, accessibility, equipment, staff 
and their level of training and experience. Service evaluation data could include areas 
such as responses fi-om staff and accessibility to women, people fi-om different ethnic 
groups, and those from other minority groups such as the deaf. Also general areas of 
client views of the service can be explored. Such information is of interest to purchas­
ers, though only on a very basic level and so should feature on an evaluation of the 
service in no more than a small way.
Both income and process information is useful for both development of a service and 
for demonstration of service quality. Both will feature in the development of this 
evaluation system. It is recommended that future research determine what contents 
would, according to both purchaser and provider, be most useful to routinely monitor.
Outcome
While today information on income and process is still important the government is in­
creasingly encouraging purchasers to focus on obtaining a demonstrable return on in­
vestment in drug and alcohol intervention; i.e. outcomes. The types of evaluation 
questions which purchasers are most interested in are: Did the client experience the ex­
pected benefit? and. Were there any adverse effects?
Outcome monitoring not only offers valuable information to purchasing agencies, but 
also helps address the question posed by Paul (1967) concerning 'what treatment, by 
whom, is most effective for this individual with that specific problem, and under which
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set of circumstances'. It also offers information to identify and monitor areas of service 
development.
Outcome evaluation can be defined as monitoring change that may be a result of inter­
vention. This can only be done by obtaining and comparing verifiable data fi-om asking 
a set of core questions, usually at the beginning and at the end of intervention.
As suggested above the evaluation system being developed here will also be based on 
outcome data. Unfortunately the successful implementation of outcome-based evalua­
tion is acknowledged to be an area which is particularly fi-aught with difficulties, both 
conceptual and practical. The next section will consider some issues in outcome meas­
urement, and clear the way for future investigative research looking into a consensus 
of outcome contests which satisfies both purchasers and providers.
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OUTCOME DATA
SERVICE SUB-DIVISIONS
One issue complicating evaluation of intervention effectiveness based on outcome 
measures is that there is a considerable array of intervention areas, all of which need to 
be evaluated for both funding purposes and to enhance service development. These 
may include outreach work (e.g. drug users, alcohol users, sex workers, and primary 
health care liaison), group work (e.g. support for users, support for carers of users), 
prescribing clinic, detoxification service, crisis intervention. It will be necessary for this 
review to focus on one aspect of drug and alcohol intervention evaluation; and that 
will be the intervention of counselling.
DESIGN
In order to measure the outcome of counselling intervention it is necessary to have a 
base with which outcome measures can be compared. This will educe the desired 
measure of service effectiveness. The base can be one of several possibilities, including 
100% success, established targets of clinician and client, or income status.
Measurement against 100% success
Comparison of client outcomes with an absolute criterion of effectiveness (i.e., 100% 
success) has little value. If 100% success is achieved, intervention is complete, and 
anything short of this will be considered as incomplete or failed. In the treatment of al­
cohol and drug abuse, success rates are typically much less than 100%. So unless there 
is another standard against which to compare, the interpretability of this success rate 
will be severely limited.
Measurement against targets of clinicians and client
An alternative design is by comparison of outcome against agreed targets of clinicians 
and clients. The use of standards of care in this way is characteristic of service audit
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but leaves evaluation with several difficulties. Essentially the difficulty is that of tre­
mendous complications. Each outcome item will have a list of possible targets, and a 
sub-list of actual outcome. Such a system would be ill advised for evaluation of service 
effectiveness based on outcome comparisons.
Measurement against income status
A final and acceptable alternative would be to compare outcome -with income status. 
This would mean both income and outcome are simply measured on the same ranked 
list. Future research should establish for each outcome item a list of statuses and satis­
factory intervals that represent meaningful degrees of change between statuses of the 
item.
TIMING
It will also be useful to consider the timing of data collection. Possibilities include as­
sessment before treatment, during treatment, on termination, and after treatment.
Before treatment
A comprehensive assessment before treatment will be necessary in order to obtain in­
come data and establish a prognosis. If clients are thus characterised in a standardised 
fashion along the various relevant dimensions of outcome then individual client's out­
come can be compared with income and contribute to the overall service evaluation.
During treatment
After the initial assessment, data could be collected at intervals, perhaps 3-6 monthly. 
Such data would give rich information but would be excessively time consuming and 
laborious for busy clinicians. For these reasons data collection might become neglected 
and thereby lose reliability and validity.
I l l
On termination of treatment
Clients need to be reassessed on termination of treatment on the same variables that 
they were assessed on prior to intervention. Unfortunately many clients who access 
drug and alcohol treatment also live chaotic lifestyles and frequently relapse. In such 
cases it may not be possible to plan termination, and its accompanying reassessment. It 
is for this reason that client's records should be regularly updated as clinicians identify 
changes in outcome dimensions. If termination is planned then reassessment can con­
firm the existing statuses.
After treatment
In an ideal world it would be possible to follow up ex-clients to answer the same ques­
tions perhaps six months or a year after treatment. Though this is rich in data it is natu­
rally difficult, costly and labour-intensive, and so not practical for routine evaluation. 
Consequently it would be best to add this to outcome information by carrying it out as 
a clinical research investigation or by routinely following up a small sample.
SOURCES
The range of methods that have been used includes direct observation (Mello, 1977), 
biochemical assays (Martin, Wilkinson, & Kapur, 1988), self-reports (Wilkinson, 
Leigh, Cordingly, Martin, & Lei, 1987), reports of collateral informants and actuarial 
data (Sells & Simpson, 1979).
Because this evaluation is to be routinely employed it is necessary to avoid complica­
tions in data collection. The most practical way of obtaining relevant information is 
through self-report measures. Such measurement of intervention effectiveness has 
gathered mounting empirical evidence showing it to have satisfactory reliability and va­
lidity (Maisto & Cooper, 1980; Rounsaville, Kleber, Wilber, Rosenberger, & Rosen- 
berger, 1981; Aiken, 1986; Martin et al., 1988).
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OUTCOME DATA CONTENTS
RISKS
Whether one's philosophy of intervention upholds the need for abstinence, or aims at 
reducing harm and minimising risk, there is clearly a need to measure changes in sub­
stance involvement. For this purpose it is necessary to develop and validate a system to 
measure substance use which indicates the change in risk of negative consequences. 
The level of detail required might, however, depend on the philosophy of the 
programme.
When a programme's goal is the achievement and maintenance of abstinence from all 
substances, a measure of abstinence might be seen as a sufficient criterion for evaluat­
ing outcome. However, for programmes with the goal of non-problematic drinking or 
drug use the key outcome indicator is the degree of alcohol consumption or drug use 
which is having adverse consequences on the person's life and/or the lives of those 
around him/her.
This issue has so far not been satisfactorily resolved by treatment outcome researchers 
or in service evaluation systems. There are several dimensions available for measuring 
substance involvement which, as recommended by Newcombe (1988), can be organ­
ised under the headings of quantitative data and qualitative data.
QUANTITATIVE
Quantitative dimensions consists of a small list of items including quantity, frequency, 
and intensity of drug or alcohol use.
Quantity
One important measure that must be considered is simply the quantity of substances 
used. Alcohol use could be measured by asking the average number of units consumed
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per day, or in the last week. Drug use could be measured either by asking quantity of 
use for the major classes or drugs (marijuana, hashish, THC; inhalants; hallucinogens; 
cocaine; heroin; street or illegal methadone; other opioids; minor tranquillisers; major 
tranquillisers; barbiturates; sedatives and hypnotics; amphetamines or stimulants).
It might also be advisable to ask whether or not this is fairly typical at the moment and, 
if not, in a typical week recently how much would they drink/use. Unfortunately this 
measure of use is less likely to reliably index risk of harm from consumption than two 
dimensions that reflect kinds of drinking patterns, frequency and intensity of 
consumption.
Frequency
Frequency refers to the number of times a person uses a substance in a given time pe­
riod. Though riskiness generally increases with frequency, occasional users also face 
higher risks because of their lack of knowledge of safer drug and alcohol use tech­
niques (Dorn, 1987).
Intensity
The other dimension of consumption is intensity. Intensity is the amount of substance 
used in one episode.
QUALITATIVE
Dimensions of substance involvement which are qualitative include access to sub­
stances used, preparation before use, setting, route and style of use, various risk taking 
behaviours which can be associated with use, after-care, dependency, poly-use pat­
terns, and motivation to control use.
Access
This refers to the method by which a person gains possession of alcohol or drugs - for 
instance, by stealing money or selling sex to obtain it, buying it on the black market.
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getting it on prescription, etc. One obvious consideration is that illegal drugs are more 
likely to contain adulterants than prescribed drugs, and are thus more likely to cause 
harm to the user.
Preparation
This refers to the relevant actions carried out before and during the use of drugs or al­
cohol, such as filtering adulterants out of injectable drugs, cleaning injection equip­
ment, or using new equipment, eating a meal before drinking alcohol, using a small 
plastic bag to inhale solvents, adding a filter to self-rolled cigarettes and chopping 
powdered drugs before sniffing them.
Setting
This can be expressed as the questions: where, when, who with, and what if...? In 
brief, this means that the riskiness of substance use can be affected by the situation in 
which the substance is taken (e.g. glue-sniffing is safer in a park than on a building 
site), the time of day the substance is taken (e.g. alcohol consumption may have more 
negative effects if drunk earlier in the day), the people in whose company the substance 
is taken (e.g. being stoned on cannabis among strangers can cause paranoia) and the 
occurrence of unexpected events (e.g. a necessity to drive arising when drunk, visitors 
arriving when tripping on LSD). Set and setting risks can be substantially reduced with 
foresight and planning.
Route and style of use
These refer to the method of administration of drugs and/or alcohol and the way in 
which a particular method is implemented. They are major determinants of the riski­
ness of drug or alcohol use.
The style of substance administration also influences the riskiness of use. For instance, 
with alcohol drinking spirits slowly may be less risky than gulping them down; inhaling 
tobacco smoke deep into the lungs may be more risky than drawing it into the mouth
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only; injecting drugs with the proper technique (e.g. angle and depth of penetration) is 
less risky than injecting drugs with no knowledge of injecting technique.
Behaviour
There are also several behaviours which are associated with risk taking. These include 
substance use and driving, having unprotected penetrative sex and possibly also having 
multiple partners with whom they have unprotected penetrative sex.
After-care
This refers to individual risk-reducing activities taken after alcohol or drugs have been 
used, such as drinking plenty of water after heavy alcohol consumption (to avoid a 
dehydration-related hangover), washing out the nose with water after a session of 
drug-snorting, cleaning up skin penetration sites after injecting drugs, and disposing of 
used paraphernalia safely (e.g. needles, matches).
Dependency
Dependency levels can be monitored over time by asking the frequency with which cli­
ents experience a range of indicators of dependency. These include waking up feeling 
sweaty/shaking, wanting to drink first thing in the morning, use to avoid feelings of 
withdrawal, strong craving, finding it hard to cope without drinking, drinking to sleep 
or relax, drinking most of the day, feeling unable to control the craving and guilt or re­
morse after drinking, and how much they spend on alcohol/drugs.
Incidence of binge drinking or overdose could be incorporated into questions about 
consumption levels or treated separately. Possible questions areas include the number 
of times the client overdosed in the last month, the number of times they estimate being 
completely drunk, maximum intake in any one day over the past month, and/or for 
their description of their drug using/drinking pattern over the last 1-2 months (absti­
nence, near abstinence with isolated incidents, binges etc.) how much time was spent 
on the activities of obtaining and using.
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Poly-use patterns
Another major determinant of riskiness is poly-substance use, since combinations of 
two or more drugs produce, in physiological terms, a new 'drug', or drug use while 
also drinking can alter or magnify the effect which can be far more potent than the sum 
of the separate effects.
Motivation
Readiness to change questions can be used to indicate an outcome even where behav­
iour is not substantially different. Questions can include scales for clients to select their 
attitude to drinking/using. This scale could range from, for example 'I don't think I 
drink too much' through to 'I am actually changing my drinking habits right now'. Items 
in the scale could indicate pre-contemplation, contemplation or action.
Atemative questions may be how much of a problem drug/alcohol use is for the client 
currently, how much they want to change their drug/alcohol use currently, how confi­
dent they feel about resolving they problems, what they would like to achieve in the 
short and long term or what is their drinking goal or action plan.
HARMS 
Multi-dimensional construct
According to some outcome researchers, evaluation of effectiveness based on a knowl­
edge of substance use fails to capture all the relevant information of treatment effec­
tiveness (Pattison, Sobell, & Sobell, 1977). Because of such claims, and coupled with 
further demands for further information by the public, the press, and the funding 
sources, information which goes beyond a consideration of use is required.
Such groups also require complementary information on changes in harms attributable 
to alcohol consumption and drug use, using satisfactory comprehensive measures 
which can usefully be grouped under the headings, as suggested by Newcombe (1988), 
health, social and economic harms.
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Health
Health harms which can be attributed to drug and alcohol use include both harms to 
physical health and harms to mental health.
Physical health - Naturally an improvement in the physical health of a client is consid­
ered a desirable outcome; it is liable to reduce pressure on the health service as well as 
improve quality of life for the individual. It would, for these reasons, appear to be use­
ful to have one or two questions in this area.
There are numerous indicators which could be used to measure physical health. Focus 
on symptoms could use information such as shortness of breath, chest pains, heart rac­
ing, trouble sleeping, poor appetite, weight-loss, irregular eating, extent and quality of 
disease, fitness, injury, medical conditions, blood pressure, respiration, dizziness, 
chronic tiredness or energy loss, problems with memory, problems with sex life, pain, 
and other unusual body sensations.
Physical health could also focus on use of health services. This could include the cli­
ent's readiness to seek help for medical problems, whether or not they are currently 
registered with a GP, the fi-equency they attend A and E departments, and the fre­
quency they have medical treatment.
Physical health could also focus on how healthy the client generally feels, with a scale 
from very healthy to very unhealthy; whether or not they worry about their physical 
health.
Psychological adjustment - Data on psychological adjustment could cover the client's 
extent and quality of psychological health and psychiatric problems including depres­
sion, anxiety, emotional adjustment (e.g. self-confidence, assertiveness, expressed atti­
tudes, and self-reported life satisfaction).
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Social
There are several aspects of social functioning which could be measured in order to de­
termine the effectiveness of intervention. These include covering family, peers, 
interest-based activity, criminal behaviour, and housing circumstances.
Family - There are several aspects about family functioning which might be useful to 
outcome evaluation. These might include issues such as family relationships (whether 
there are people in the client's family to whom they feel close and able to share prob­
lems), family breakdown (frequency of conflict with partner, or relatives), and domes­
tic violence.
Peers - Data can also focus on peer group relationships, and disputes with people 
close to the client. This area could also include pressure to drink/take drugs, aimed at 
determining whether or not the client is completely integrated into the drug/drink 
culture.
Interest-based activity - Interest based activity is also a possible area of questions 
that some agencies may find helpful. This includes how users spend their free time and 
whether they are happy with this.
Criminal behaviour - Criminal behaviour could be important to monitor, especially in 
terms of the value of positive outcomes reported back to some funding bodies. This 
could include questions about whether or not the client's substance use is legal, recent 
criminal activity, and recent offences while intoxicated.
Housing circumstances - Outcome data could also cover consideration of housing 
circumstances. This could include which type of housing the client is currently in, and 
the number of places the client has recently lived in. It might also be useful to record 
how many of the people living in the house are also drug/alcohol users.
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Economie
Finally outcome evaluation should also consider the economic state of the client. This 
involves the extent and quality of financial variables, including debt acquisitive crime, 
employment circumstances.
Having identified a series of topics which could feature in the evaluation of effective­
ness it is recommended that future research establish a consensus of which items 
should appear in routine service evaluation which aims at demonstrating service quality 
to funding bodies and allows for inter-service evaluation intended to enable service 
development.
Once these items have been decided upon it is then necessary to rank ascending goals 
for each item, with a satisfactory intervals which would make outcome data 
meaningful.
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PROBLEMS WITH EVALUATION IMPLEMENTATION
Evaluation into any therapeutic intervention is liable to certain weaknesses and prob­
lems. Drug and alcohol intervention is certainly no exception, and indeed has some dif­
ficulties which are magnified because of the nature of the client population. These 
problems include reliability and validity of data, acceptance of evaluation to practitio­
ners, collateral intervention, control, and the nature of the population.
RELIABILITY AND VALIDITY
Reliability is the degree to which an instrument will produce the same score if re­
peated. It is a necessary but not sufficient condition for validity (Nunally 1978). Valid­
ity is the extent to which an instrument is actually measuring what it is intended to 
measure.
Reliability and validity are a concern in outcome evaluation. In spite of the mounting 
empirical evidence which indicates that verbal reports of drug and alcohol users can 
have satisfactory reliability and validity (Aiken, 1986; Martin et al., 1988) various 
weaknesses have been found. Among these studies there is a tendency among clients to 
'fake positive' in order to make a favourable impression on treatment staff when apply­
ing for treatment. Mensch and Kandel (1988) observed that familiarity with the inter­
viewer depressed drug use reporting in a national survey of drug use among youth. 
These data underscore the importance of carefully structuring data gathering proce­
dures to minimise potential compromises to the validity of self-report.
ACCEPTANCE OF PRACTITIONERS
Therapists can have strong and opposing reactions to evaluation. Some may welcome 
it enthusiastically, while others may feel threatened and resist involvement or even be­
come hostile. Such negative reaction can be due to the feeling of potential criticism to
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work, or the unnecessary burden of futile bureaucracy. However to be successful 
evaluation has to have the active support of all those involved.
COLLATERAL INTERVENTION
It is not always clear what causes an improvement; an improvement is just as likely to 
be attributable to an external influence, such as getting a job or starting a new relation­
ship, as to any particular service intervention. Such possibilities must be considered in 
any data interpretation.
CONTROL
The criticism mentioned above is particularly valid when no comparison group is used. 
In order for an evaluation to be strong methodologically the research needs to demon­
strate not only that benefits exist but that these benefits can be attributed to the provi­
sion of counselling.
Without comparative data from individuals who have not used the programme, it is ex­
tremely difficult to disentangle effects due to the counselling process from those due to 
factors un-related to the individual being counselled.
It is perhaps more for clinical research to accept the practical, time and cost constraints 
that would be faced if a control population was to be included. Routine evaluation 
must necessarily forfeit this luxury and focus on the existing clients of the service.
NATURE OF POPULATION
The mobility and heterogeneity further complicate data collection and routine evalua­
tion of the population of drug and alcohol users.
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Mobility
It is particularly difficult to design systems which maintain adequate assessment data 
on clients who fail to keep appointments, or who withdraw from service interventions 
for whatever reason.
Long term follow up is particularly difficult and expensive, because of the tendency of 
people who have experience substance misuse problems to disappear from view, per­
haps because they have been successfiil and have chosen to conceal their past, or per­
haps because they have drifted on relapse.
Heterogeneity
Alcohol and drug use is a complex behavioural problem. The reasons why an individual 
client misuses drugs or alcohol are very rarely clear, either to substance misuse special­
ists or to the client, and this can make both initial assessment and follow up interven­
tion difficult, if not impossible to perform.
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CONCLUSION
The evaluation of drug and alcohol intervention has received considerable attention in 
recent years. This attention has begun to unravel the complexities of such attention, 
and yielded much theoretical background for the establishment of an evaluation sys­
tem. A consensus of what such a system should consist of and how it should be imple­
mented is not yet established; though this is the aim of a number of 'community drug 
and alcohol centres'.
This study has gone some way in considering such issues as how, what, when and why 
evaluation of such services should be carried out. It has also considered what is per­
haps the most controversial area of service evaluation - the contents of outcome 
monitoring.
This structure will form the foundation of the research in my second year study, which 
will pursue a consensus of what outcome monitoring should consist of by contacting 
both purchasers and providers of such services concerning what they would consider 
as necessary items and meaningful data evaluation which can then be computerised and 
used in several drug and alcohol services and thereby allow collation of information.
Work still needs to be done to develop criteria and methodologies to ensure consis­
tency in assessment. Because evaluation is relatively novel to drug and alcohol inter­
vention there are many questions insufiRciently resolved, and an apparent lack of 
consensus on issues such. This study intends to address some of the fondamental 
points and suggest a useful evaluation structure. It will conclude by paving the way to 
a consensus of what would constitute useful contents of outcome evaluation, and fi­
nally offer recommendations for future research topics.
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Towards a consensus o f client categorisation and outcome evaluation for substance
misuse intervention
ABSTRACT
Because of the government's recent introduction of purchasers and providers to the 
National Health Service (NHS) there is heightened need to obtain and offer 'value for 
money'. Faced with the need for providers to maximise efficiency and secure the allo­
cation of resources the evaluation of substance misuse intervention has recently at­
tracted considerable attention. This attention has begun to unravel the complexities of 
intervention evaluation, and yielded much theoretical background for the establishment 
of an outcome monitoring system.
One issue complicating evaluation of intervention effectiveness is that there is a consid­
erable array of intervention areas, all of which need to be evaluated. These may include 
outreach work (e.g. drug users, alcohol users, sex workers, and primary health care li­
aison), group work (e.g. support for users, support for carers of users), prescribing 
clinic, detoxification service, crisis intervention, etc. This study focuses on the evalua­
tion which counselling psychologists would engage in to demonstrate the effectiveness 
of one to one therapeutic intervention.
Because evaluation is relatively novel to substance misuse treatment the monitoring of 
such intervention is blighted by certain complications; particularly that there is no con­
sensus of what variables best represent outcome success, and which prognostic indica­
tors should be used to categorise clients. This study offers three main contributions. 
First it builds on the structure of treatment monitoring outlined in my literature review 
by identifying a consensus of variable items to be included for client categorisation and 
outcome monitoring. This was based on the views presented by service providers con­
cerning what they consider as necessary items and meaningful data. Second, it identi­
fies suitable ranges of items to create sensitive measures of these recommended 
constructs; thereby establishing a standard instrument for client matching and treat­
ment monitoring. Third, it is intended that this paper will contribute to an increased
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awareness of the importance of routine outcome monitoring and its incorporation 
within services across the country.
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INTRODUCTION 
THE PURPOSE OF EVALUATION
Partly as a result of the field's desire for self-evaluation, and also from the increasing 
demands for cost containment and accountability there is an increasing need to record 
and monitor client participation and treatment progress. This data will be usefiil in sev­
eral areas including the demonstration of service effectiveness, contribution to service 
development, and to compliment scientific research.
Demonstration of effectiveness
Substance misuse clinicians are no longer able to offer long and open ended treatment 
to those who are chemically dependant. It is becoming increasingly important to work 
efficiently and demonstrate cost-effectiveness in order to maintain the investment of 
the purchasing authorities. However, purchaser's support can not be retained by appeal 
to tradition, experience, and supported by vague evaluative systems, or good inten­
tions. Rather it must be based on specific empirical outcome evaluation; the primary 
purpose for which this evaluation instrument is to be created.
Demonstration of effectiveness can also be used in an inter-agency manner to provide 
information with an aim to discover which treatment programme yields the greater ef­
fectiveness for which type of client (Paul, 1967). This information can be used to assist 
the future assignment of clients to programmes which are matched to their particular 
needs and maximise prognosis (Miller, 1989).
Service development
The utility of a good evaluation system can also be extended to providing information 
upon which service improvement can be based. This can be achieved by making com­
parisons between clients, staff, and treatments, and thereby identifying groups which 
attain greater outcomes and those which experience poorer outcomes. Subsequently 
attention can be focused on identifying processes which might contribute to the poorer
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outcomes. This helps ground practice in research by suggesting modifications which 
can be implemented in the treatments (Strawbridge, 1996).
Contribution to scientific research
Routine monitoring for the purpose of service development can identify topics which 
could benefit from more thorough in-depth scientific consideration. However, as has 
been noted by Strohmetz, Alterman, and Walter (1990), it is not yet clear to what ex­
tent clinical trials of treatment effectiveness employing random assignment of volunteer 
subjects can be generalised to everyday treatment. Consequently the implementation of 
changes which might be recommended from the scientific exploration would in turn 
benefit from a return to routine evaluation to demonstrate the generalisability of clini­
cal investigation.
THE ROLE OF THE COUNSELLING PSYCHOLOGIST
In order to monitor useful prognostic indicators and assess outcomes systematically on 
a set of dimensions considered most related to outcome success (Pattison, Sobell, & 
Sobell, 1977) it is necessary to utilise a standardised measurement instrument. Such an 
instrument, while necessarily being flexible and sensitive, must also retain reliability and 
validity, and be brief and easy to administer.
But because no official or endorsed evaluation system exists, nor a consensus with re­
spect to the minimum set of variables to be monitored, it is necessary to establish one. 
In order to create such a valid and intelligible system, which would be implemented co­
operatively, such an instrument will necessarily be created and organised by the clini­
cians familiar with the clinical realities of addiction treatment and who have sufficient 
training in evaluative research.
The question of how to select an appropriate set of prognostic and outcome variables 
is clearly of importance and requires systematic scientific consideration. Because of 
their practitioner and scientific training the expertise and training of the counselling
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psychologist becomes useful in creating and implementing such evaluation (O'Brien, 
1996).
It must be remembered that implementation of the system will not be limited to coun­
selling psychologists who have received training in scientific study and are familiar with 
psychological terminology. For this reason the standardised tool must be of minimal 
complexity to maximise reliability and validity, and also to maintain the support of cli­
nicians who might initially feel intimidated by its contents or threatened by anticipated 
criticism of work, or even consider it an unnecessary burden of futile bureaucracy; and 
so have strong and opposing reactions to the evaluation.
RELIABILITY AND VALIDITY
The development of this standardised measure must pay due attention to the issues of 
reliability and validity. Reliability is the degree to which an instrument will produce the 
same score if repeated. It is a necessary but not sufficient condition for validity 
(Nunally 1978). Validity is the extent to which an instrument is actually measuring 
what it is intended to measure.
The most practical and simple way of obtaining relevant information, and the one se­
lected for this evaluation instrument, is through self-report measures. Such measure­
ment of evaluation effectiveness has gathered mounting empirical evidence showing it 
to have satisfactory reliability and validity (Maisto & Cooper, 1980; Rounsaville, Kle­
ber, Wilber, Rosenberger, & Rosenberger, 1981; Aiken, 1986; Martin, Wilkinson, & 
Kapur, 1988).
Because this instrument is not a composite or global outcome measure, but rather each 
variable is individually named and scored, many complications related to both reliability 
and validity are avoided. Furthermore outcome measurement is based on continuous, 
or scale measures, sensitive to recording change over time rather than discrete meas­
ures which again maximises reliability and validity (Maistro and Cooper, 1980).
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MATCHING CLIENTS AND RECORDING OUTCOMES 
Prognostic indicators
As has been suggested above this study aims to standardise measurement of both prog­
nostic indicators and outcome variables between substance abuse treatment agencies. 
Finney and Moos (1984) remind us that 'client's are exposed to a myriad of influences 
which affect outcome'. It follows from this that when comparing outcomes between 
non-randomised treatment centres the programmes that treat clients with a better bat­
tery of influences, thereby having a greater prognosis, will demonstrate better out­
comes, and it will be concluded erroneously that these outcomes are attributable to the 
superior efficacy of the programmes.
In order to avoid this, clients should be classified on a standard set of items which have 
been shown to be significant prognostic indicators. This information will enable clients 
to be matched for between treatment and between client comparison of effectiveness. 
The taking into account of such data will partial out extraneous variables. This will 
first, allow the demonstration of overall treatment superiority and secondly, enable 
greater consideration of the issue proposed by Paul (1967) of 'what treatment, by 
whom, is most effective for this individual with that specific problem, and under which 
set of circumstances'.
Outcome variables
The government is increasingly encouraging purchasers to focus on obtaining a de­
monstrable return on investment in substance misuse intervention; i.e. outcomes. The 
types of evaluation questions which purchasers are most interested in are: Did the cli­
ent experience the expected benefit? and. Were there any adverse effects?
These questions along with issues of service development and scientific research 
prompt the counselling psychologist to engage in the monitoring of changes 
resulting from therapeutic intervention. This can be done by obtaining a parallel set of 
pre-treatment measures and outcome measures. Because many clients who access
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substance misuse treatment also live chaotic lifestyles and frequently relapse, and oth­
ers drop out without pre-arrangement, client's records should be regularly updated as 
clinicians identify changes in outcome dimensions. If termination is planned then reas­
sessment can confirm the existing variable status.
In an ideal world it would be possible to follow up ex-clients to answer the same ques­
tions after treatment such as six months or a year after treatment. Though this is rich in 
data it is naturally difficult, costly and labour-intensive, and so not practical for routine 
evaluation. Consequently it would be best to add this to outcome information by carry­
ing it out as a clinical research investigation or by routinely following up a small sam­
ple (Bums, 1994).
CONSENSUS OF PROGNOSTIC AND OUTCOME VARIABLES
Clearly, in order for inter-service comparisons to be meaningful the outcome evalua­
tion must be based on a standard set of outcomes. Additionally key prognostic indica­
tors must be measured for each client in order to categorise clients and make 
comparisons between clients of similar prognosis. This eliminates confounding vari­
ables from client- or service-selecting biases, and will enable treatment variability to be 
attributed to both programme variability and client variability in their relevant 
proportions.
Unfortunately clinics setting up treatment evaluation, and also treatment research, typi­
cally identify a particular set of outcome measures for their centre, or pertinent to the 
main questions to be addressed. The idiosyncratic set of outcomes is followed by the 
development of often unique rating scales, questionnaires and other instmments. This 
lack of consensus between centres clearly limits the comparison of results, thereby lim­
iting conclusions about the relative effectiveness of different forms of treatments, and 
reducing the opportunities of development (Heather & Tebbutt, 1989).
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It is the aim of this study to obtain consensus on prognostic and outcome variables to 
enable psychologists to practice such routine monitoring of service effectiveness that 
will be useful for the gathering of standardised data and to allow inter-agency 
comparison.
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METHOD 
FORM CONSTRUCTION
The form used in this study was essentially derived from an extensive review of books 
and journal articles discussing or assessing client categorisation and substance misuse 
treatment outcome measurement. Recommended, or previously used, prognostic indi­
cators and outcome variables were all entered on the form.
PARTICIPANTS
200 British substance misuse agencies were selected at random from the Alcohol Serv­
ices Directory (1995) and Drug Problems - Where to Get Help (1995). Such a large 
number from such a broad geographical area was selected in order to obtain a suffi­
ciently large sample that represented the view of the whole country. Each of these 
agencies was sent a prognostic indicators and outcome variables form (see appendix 
1). 61 (30.5%) of these agencies participated in the study by returning their forms, and 
each was sent a summary of the findings. This participation rate was judged to be suffi­
ciently high to base the generation of a standardised instrument on, and to anticipate its 
general acceptability. 67% of the participants represented agencies with a harm reduc­
tion policy; the other 33% being of abstinence based programmes.
PROCEDURE
A small pilot study was used to refine the final version of the form. The final version 
was smaller, but still asked for the most relevant data. The instructions on the form 
were to give each item a score from 1 to 5 according to the importance of the item. It 
yielded a sufficiently high response rate (30.5%).
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RESULTS
The results and discussion of this survey are based on the return of 61 of the 200 ques­
tionnaires sent out; a return rate of 30.5%. Each prognostic indicator and outcome 
variable received two scores; one being the total number of Is given, and the second 
from averaging the scores given. The prognostic indicators and outcome variables 
were then treated separately and each item received a ranking for both the number of 
Is and the average score, to produce a 'paired score'; for example - social support (28, 
23). The number of Is (and rank) and average score (and rank) of each of the finally 
selected constructs is shown in table 1.
For a complete set of results see appendix 2. These paired scores were used in the de­
velopment of the final set of prognostic and outcome variables (see appendix 3).
Table 1. Key prognostic and outcome constructs, with number of Is (rank) and average score (rank ).
Prognostic Indicator Is (Rank) Ave (Rank)
Sex 31(2) 1.852 (3)
Support from partner 19 (13) 1.852 (3)
Support from friends 13 (22) 2.164(19)
Main drug problem 40 (1) 1.467 (1)
Legal status 14 (20) 2.148(18)
Age of first problems 19 (13) 2.066 (14)
Years of heavy use 25(4) 1.951 (8)
Previous treatment 25(4) 1.934 (7)
Treatment involvement 18 (17) 2.016 (29)
Prognostic Indicator Is (Rank) Ave (Rank)
Age 23(8) 2.033 (13)
Support from family 15 (19) 2(11)
Reason for referral 29(3) 1.82 (2)
Referral agent 21 (9) 2.262 (21)
Age of first use 21(9) 2.131(16)
Age of dependence 19 (13) 2.115 (15)
Number of withdrawals 19 (13) 2.131 (16)
Age and onset 20(11) 1.869 (5)
Outcome Indicator Is (Rank) Ave (Rank)
Alcohol use 37(3) 1.467 (2)
All drugs used 33(7) 1.567 (4)
Quantity per day 29 (16) 1.783 (21)
Current pattern 32 (9) 1.593 (8)
Unprotected sex 37(3) 1.623 (9)
Sharing equipment 45 (1) 1.475 (3)
Frequency of injecting 31(12) 1.77 (20)
Disposing safely 31(12) 1.915 (35)
Depression 32 (9) 1.574 (6)
Confidence to change 29 (16) 1.689 (14)
Domestic violence 28 (20) 1.623 (9)
Outcome Indicator Is (Rank) Ave (Rank)
Main drug used 40(2) 1.39(1)
By problem severity 29 (16) 1.672 (12)
Quantity per week 23 (34) 1.95 (40)
Route 33(7) 1.683 (13)
Level of sexual risk 29 (16) 1.797 (22)
Cleaning equipment 36 (5) 1.689 (14)
Condom use 31(12) 1.738 (18)
General health 22 (42) 2.016 (47)
Desire to change 32 (9) 1.59 (7)
Family breakdown 28 (20) 1.623 (9)
Social support 25 (28) 1.803 (23)
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DISCUSSION
PROGNOSTIC INDICATORS
As suggested above treatment outcome is acutely sensitive to the demographic, cul­
tural and economic conditions of the client (Ogbome, Sobell & Sobell, 1985), Conse­
quently, in order to enable treatment variability to be attributed to both programme 
variability and client variability in their relevant proportions; and thereby eliminate cli­
ent variability in treatment comparison, this information should be an integral part of 
treatment assessment. This matching of clients on a set of significant prognostic indica­
tors will demonstrate which treatment helps a certain type of client the best.
The development of the final set of prognostic indicators was influenced largely by the 
ratings given by participants of this study. Attention was particularly focused on those 
items with ratings up to twenty of both the number of Is and the average score given. 
Development was also influenced by scientific research. Ratings given by clinicians on 
outcome variables were also referred to and some prognostic indicators were com­
bined with outcome variables in order to maximise the efficiency of data recording.
Personal
Scientific findings support the recommendation of participants that sex (2,3) and age 
(8,13) should be recorded for prognostic categorising. According to Polich, Armor, 
and Braiker (1981) and Vogler, Weissbach, and Compton (1977) a younger age is pre­
dictive of greater controlled substance use and lower relapse rates. And being female 
has been found to be more predictive of controlled substance use (Miller & Joyce,
1979). Thus, as is typical of intra- and inter-agency comparison of client outcomes 
(e.g. McLellan, Luborsky, & OBrien, 1986) sex and age are considered important 
variables to be recorded for categorising, and are relatively straightforward to record.
Finney and Moos (1984) found that limited familial support has also been repeatedly 
identified as a predictor of unfavourable outcome for people with substance addiction
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problems. Support from partner (13,3) and family (8,13) were rated as very important 
to routinely record, and can be linked with the outcome variables of domestic violence 
and family breakdown which had high support as outcome variables (20,9). These 
prognostic and outcome indicators can be combined and measured under the variable 
title offamily integration, and should be measured on a scale including the following 
items; fully integrated, supportive, broken, chaotic, and violent.
Similarly, positive social support is predictive of lower relapse (Yates, 1979). The 
prognostic indicator support from friends received sufficiently high support (22,19) to 
merit its measurement as a prognostic indicator. Because the outcome variable social 
support also received sufficiently high support for it to be a standardised outcome vari­
able (28,23) the two measures can be combined under the heading social integration. 
Variable items should include full, irregular, minimal, and isolated.
According to Finney & Moos (1984) environmental stresses are likely to be more re­
lated to individual outcomes than the treatment itself. Because of this influence on out­
come, and the high rating (11,8) it should be routinely recorded as a useful prognostic 
indicator. But because outcome stress is found to subsequently affect the likelihood of 
relapse (Moos, Crinkite & Finney, 1990) it should be a focus of intervention, and 
therefore included as an item for outcome monitoring with minimal additional record­
ing. Variable items should include none, mild, moderate, severe, and chronic.
Although regular employment is predictive of controlled use according to studies in­
cluding Hayman (1976) and Polich et al. (1980) it received limited support from clini­
cians (33,31). Neither was it rated highly as an outcome indicator and so will not be a 
standardised item. Similarly, although relationship status is predictive of both absti­
nence and controlled drinking (Hayman, 1976; Polich et al., 1980) it received little 
support from clinicians (26,26) and so will not be recorded.
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Referral
All studies concerned with measurement of multiple substance issues measure primary 
drug problem. Participants in this study rated the clients main drug problem as the 
highest prognostic indicator. Consequently it will be a recorded item and include the 
substances according to the DSM-IV categories: alcohol, amphetamines, caffeine, can­
nabis, cocaine, hallucinogens, inhalants, opioids, phencyclidine, sedatives, poly­
substance, and other.
Two other referral items; namely reason for referral (3,2) and referral agent (9,21) 
are also useful variables on which to categorise clients in evaluation and research stud­
ies. Based on the regional database forms reason fo r referral will include eight items: 
financial, legal, job, relationships, medical, psychological, housing, and pregnancy; and 
referral agent will include self, family/ffiend, GP, hospital, social services, non- 
statutory agency, probation, NHS drug/alcohol team and other.
McLellan et al. (1986) report that legal problems at treatment admission is a robust 
and important indicator of likely outcome following treatment. Because of this and the 
support it gained from clinicians in this study (20,18), it is recommended for routine 
recording. Items should include no legal status, probation, awaiting trial, and serving a 
sentence.
Lifetime substance use
Assessment in the domain of lifetime use also concerns referral information and certain 
lifetime history measures, and received the most support fi'om clinicians. The impor­
tance of assessing the client's life time substance use patterns has been highlighted by a 
number of clinicians (Skinner & Sheu, 1982; Edwards, 1987) and utilised in a number 
of research studies (Moos et al., 1990; Sobell, Sobell, Toneatto, & Leo, 1993).
Age o f first use (9,16), age o f first problems (13,14), and age o f first dependence 
(13,15) were all rated as significant by clinicians and should be combined and recorded 
under the title; age misuse started. Shorter history of drinking problem has been found
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to be a predictor of controlled drinking (Vogler et al., 1977). Consequently o f 
misuse, which also gained high support form clinicians (4,8), should also be recorded 
for each substance.
Several studies have demonstrated that lower severity of symptoms is also a good pre­
dictor of controlled use (Polich et al., 1980; Smart, 1978). Because level of symptoms 
was also rated high by clinicians (4,10) it appears useful to be included. However, in 
order to minimise the complexity of recording it is sufficient to rely on income meas­
ures of outcome variables.
McLellan, et al.'s (1986) study on the prediction of treatment outcome found that num­
ber of prior treatments was the best predictor of treatment success (more treatments = 
worse outcome). Consequently, as the Addiction Severity Index measures number of 
previous treatments for substance misuse, so previous treatment (4,7) should be a 
standardised prognostic indicator.
Hayman (1976) has shown that prior abstinence is a predictor of relapse prevention. 
Because it gained high ratings (13,16) number o f withdrawal episodes during problem­
atic use should be recorded.
Psychiatric history
Several studies including McLellan, et al. (1986) and Longabaugh (1991) have shown 
that the single best predictor of client's overall status at follow-up is psychiatric sever­
ity. It is recommended by Longabaugh (1991) in his study on 'monitoring treatment 
outcomes' that because of the affects of co-occurring psychiatric disorders on treat­
ment outcome they should be identified and used as key prognostic indicators. This 
study supports the measurement of these significant life events (4,5). Specifically, age 
o f onset (11,5), and treatment involvement (17,12) be based on the study of McLellan, 
et al. (1986) who asked for number o î years o f psychiatric treatment and number of 
years o f psychiatric hospitalisation.
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Treatment programmes vary from measuring outcomes only of completed treatment to 
those dropping out after only two sessions. Because of this vastly different experience 
of treatment it is important to record type o f treatment (i.e. whether it is residential or 
day treatment), length o f treatment involvement, and the reason for ending (i.e. com­
pletion, referred on, or dropped out). For purposes of inter-agency comparison it 
would also be useful to record agency philosophy (abstinence, harm reduction), and 
match this with the clients current goal (Sanchez-Craig, 1988) (e.g. abstinence, 
moderation)
Legal history
Legal issues have received considerable empirical support as being useful predictors of 
both level of abstinence and controlled drinking; particularly number o f previous ar­
rests (Hayman, 1976). Nevertheless they received some of the lowest support from cli­
nicians as consensus items and so will not be used as prognostic indicators. Presumably 
this is because of the sensitivity of the routine gathering of such material.
OUTCOME INDICATORS
According to the recommendations of Newcombe (1988) substance misuse treatment 
evaluation can be split into two sections; risk variables and harm variables. The gov­
ernment's main consideration, in the context of their Health of the Nation strategy is 'to 
reduce the proportion of men... and women... drinking more than [the recommended] 
units of alcohol per week', and 'to reduce the percentage of injecting drug misusers 
who report sharing injecting equipment in the previous four weeks'. The focus here is 
on risk items, which can be monitored in order to demonstrate intervention success. 
According to Newcombe (1988) evaluation of risk variables, though less reliable than 
measuring harm variables, is easier.
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RISK
Whether one's philosophy of intervention upholds the need for abstinence, or aims at 
reducing harm and minimising risk, there is clearly a need to measure changes in risk of 
negative consequences. For this purpose it is necessary to develop and validate a sys­
tem to measure substance use and associated behaviour which best demonstrates sig­
nificant change. The selection of the final set of variables indicating such change was 
influenced largely by considering the level of support represented by the number of Is 
and the average score of each item given by participants of this study. Development 
was also influenced by the contribution of scientific research.
Substance - According to the findings of this study clinicians scored very highly the 
need to record the use o f alcohol (3,2,) and all drugs used (7,4), and so it is recom­
mended that the use of all substances to which the client is addicted are routinely 
measured. This can be standardised by using the substance types as recognised in 
DSM-IV; alcohol, amphetamines, cannabis, cocaine, hallucinogens, inhalants, opioids, 
phencyclidine, sedatives, and other. The standardised record should also identify main 
substance (2,1) and subsequently order substances by problem severity (16,12).
Quantity - According to Longabaugh (1991) because consumption of substance is a 
precursor of negative consequences - society's primary interest - it is a critical dimen­
sion on which to monitor intervention progress. When a programme's goal is the 
achievement and maintenance of abstinence from all substances, a measure of absti­
nence might be seen as a sufficient criterion for evaluating outcome. However because 
some programmes pursue a risk reduction philosophy and help clients achieve signifi­
cant improvement in their drinking without achieving complete abstinence it is neces­
sary to have a more sensitive measure which takes into account changes in 
consumption. Aspects of level of use which can be measured include quantity, fre­
quency, and intensity of substance misuse.
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Results of this study show that neither intensity nor quantity-jrequency are highly 
rated constructs; these are relatively complex to record which is possibly the reason for 
their rejection. Because of the aim of simplicity this study accepts the recommendation 
from the responses for measuring consumption on the scales of quantity and fre­
quency, which together reliably index risk of harm from consumption.
According to Longabaugh (1991) it is useful to record quantity per occasion because 
health effects are significantly effected by how much is consumed per occasion. This 
study recommends that the average amount per day's use of a substance be recorded 
for the major classes of substances according to DSM-IV (alcohol, amphetamines, can­
nabis, cocaine, hallucinogens, inhalants, opioids, phencyclidine, sedatives, and other).
Frequency - Frequency refers to the number of days use in a given time period, or the 
number of days of heavy use per time period. It is a recommended item according to 
Longabaugh (1991) and the Addiction Severity Index. Findings from this study suggest 
that days use per week (6,4) should be recorded.
Because level of pre-treatment use is indicative of both successful abstinence and con­
trolled use (Longabaugh, 1991) income status of quantity and frequency can also be 
used as prognostic indicators, thereby enabling better matching of clients in outcome 
and research studies.
Pattern - Sanchez-Craig (1988) recommends the recording of current pattern as an 
outcome measure. This obtained (9,8) so pattern over the past 3 months should be re­
corded. Sanchez-Craig recommends the items include; abstinence, 
occasional/weekend, binge, frequent, and daily.
Route - This refers to the method of administration of the substance and is a major de­
terminant of the risk involved of substance use. Clinicians rated this as a very impor­
tant variable to measure (7,13). Variable items include oral, smoked, injected, and 
sniffed.
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Behaviour - Drug injectors, especially those who share needles and syringes, are at a 
significantly higher level of risk of perhaps damaging veins or viral infection. Addition­
ally, a major route of transmission of viral infections is unprotected penetrative sex. 
The measurement of the risk of such harms is much more practical than measuring the 
harms themselves. This section of risk behaviour gained the most support from clini­
cians and so must feature in the standardised set of risk variables. Frequency o f inject­
ing (12,20) can be measured using the variable items never, > 1 year, < 1 year and > 1 
month, and < 1 month. Sharing injection equipment (1,3) and cleaning needles and 
syringes (5,14) can both be measured under the same heading by asking occurrences of 
shared equipment in the same time periods as frequency o f injecting. And finally un­
protected sex (3,9), condom use (12,18), and level o f sexual risk (16,22) can all be 
measured by assessing whether the rate of condom use is 0-25%, 26-50%, 51-75%, or 
76-100%.
After-care - This refers to individual risk-reducing activities taken after alcohol or 
drugs have been used, such as drinking plenty of water after heavy alcohol consump­
tion (to avoid a dehydration related hangover), washing out the nose with water after a 
session of drug-snorting, cleaning skin penetration sites after injecting drugs, and dis­
posing of used paraphernalia safely (e.g. needles, matches). Results of this study sug­
gest that the variable most indicative of outcome success would be level of disposing 
injectable equipment safely (12,35), and should be recorded as a rate that sharps bins 
are used (0-25%, 26-50%, 51-75%, or 76-100%)
HARM
According to some outcome researchers, evaluation of effectiveness based on a knowl­
edge of substance use fails to capture all the relevant information of treatment effec­
tiveness in remedying the harm caused by this use (Pattison et al., 1977). Furthermore, 
since the late 1970s substance misuse treatments have recognised that if the level of 
post-treatment harm remains unchanged any reduction in risk is relatively temporary 
(Simpson, Joe & Lehman, 1986; Moos, et al, 1990). In sum, level of post-treatment
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harm has a reciprocal relationship with long term substance use. Consequently treat­
ments have increased their focus on a variety of aspects including the client's integra­
tion and stability, life problems, family relationships and personal resources (Azrin, 
1976; Advisory Council on the Misuse of Drugs, 1982; Moos, et al, 1990).
This re-emphasis of treatment planning, and coupled with demands for further informa­
tion by the public, the press, and the funding sources, means that information of out­
come beyond merely a consideration of risk is required (Emrick, 1974; Pattison, 1976, 
1985; Emrick & Hansen, 1983).
Several suggestions for general focus have been made. Mee-Lee (1988) has recom­
mended that these variables should not simply monitor biomedical issues but obtain a 
biopsychosocial understanding of treatment outcome. Newcombe (1988) expand this 
biopsychosocial approach to produce a matrix of variables linking health, social and 
economic aspects to the individual, the community, and society. Marsden (1994) sug­
gests a set of harms under the headings physical and psychological dependence symp­
toms, family, social, occupational, financial and legal. Any such approach suggests that 
there is a range of variables from which to select. As with risk variables these numer­
ous possible harm variables were reduced to a standardised set largely based on the 
findings of this study and also scientific research. Newcombe (1988) suggest that the 
measurement of such variables, while perhaps more difficult to obtain than risk vari­
ables, yields more reliable information.
Health
Psychological - Health harms which can be attributed to substance use include both 
harms to psychological and physical health. Depression is an often used variable to 
measure success in treating psychological state. It features as a significant item on the 
Addiction Severity Index, and is shown to be related to drinking behaviour even 18 
months after discharge (Finney, Moos, & Wanberg, 1980). And it received sufficiently 
high approval from the clinicians participating in this study to merit its inclusion as an 
outcome variable (9,6). Because anxiety is also often recommended as an item that
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indicates outcome success (e.g. Services Development Unit) and received moderate 
support from the clinicians (49,32) it can be integrated with depression and asked for 
under the variable title of psychological health. Variable items on the scale can be 
based on the DSM-IV measurement of psychological severity, and include: none, mild, 
moderate, severe, or chronic. Because psychological well-being has been found to ex­
ert a significant prognostic influence on treatment outcome (McLellan, Luborsky, 
Woody, O'Brien, & Druley, 1983) the baseline status can be used for classifying 
clients.
The client's desire to change their level of substance use during intervention has re­
ceived considerable attention in recent years. This attention was stimulated by Pro- 
chaska and DiClemente's (1986) model used for monitoring the process of addictive 
behaviour change. The five stages are; pre-contemplation (no intention to change be­
haviour in the foreseeable future), contemplation (thinking about doing something 
about the problem), preparation (small behavioural changes towards their goal), action 
(large behavioural changes to resolve the problem), and maintenance (consolidation of 
the positive gains). Motivation to change is considered a variable of primary concern in 
the substance misuse field and is frequently used for outcome measurement (e.g. Serv­
ices Development Unit, ASI). So as recommended by Appel (1986) and as recom­
mended by the findings of this study (9,7) desire to change should be used to 
determine outcome success.
According to Longabaugh (1991) initial client motivation is significantly related to out­
come. Studies such as Miller (1985) and Marlatt, Baer, Donovan and Kivlahan, (1988) 
suggest that this effect on outcome is likely to be because it affects a mediating vari­
able of treatment participation. Because of this significance of treatment participation it 
is often used in research as an item to classify clients with the aim of improving client- 
treatment matching (Mee-Lee, 1988; DiClemente & Hughes, 1990). Consequently ini­
tial level 0 Î  desire to change should also be used as a prognostic indicator.
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In addiction, personal expectations have been found to predict future substance use, 
with lower expectation associated with poorer treatment outcome (Brown, 1985a,b; 
Jaffe, Kilby & Rosenbaum, 1989). Based on Bandura's (1977) theory of self-efficacy 
many addiction treatments and relapse prevention programmes focus on client's confi­
dence to control use (Annis & Davis, 1991). Confidence to change obtained the score 
of (16,14) as an important outcome measure, and should be recorded at assessment as 
a baseline for indicating outcome. According to Bandura (1977), confidence at referral 
is clearly related to level of control and relapse rates, consequently as suggested by 
Sanchez-Craig (1988) it can also be recorded at assessment as a prognostic indicator. 
She recommends variable items to include; certain, very confident, confident, 50-50, 
doubtful, very doubtful, certainly will not.
Physical - Because substance use is found to be positively associated with improve­
ment in physical status during treatment (Longabaugh, 1991) an improvement in the 
physical health of a client is also often a focus in intervention, and a measure for out­
come success. The Addiction Severity Index considers it to be sufficiently important to 
devote one sixth of its questionnaire to medical health. Consequently it is recom­
mended as an indicator of outcome success by research and advisory bodies (e.g. 
Darke, 1992; Services Development Unit). Partly because it obtained moderate sup­
port (42,47), but more because of the importance of the variable in outcome monitor­
ing it will be included in this standardised measure of outcome indicators, and also 
measured on the scale including: none, mild, moderate, severe, and chronic.
Social
How well a person performs his or her social roles is important to the person as well as 
to those close to the person and to society. Darke's (1992) study of outcome measures 
in opiate treatment evaluation concludes that because the aims of opiate treatment ex­
tend beyond the cessation or reduction of drug use, social issues should be measured. 
There are several aspects of social functioning which could be measured in order to de­
termine the effectiveness of intervention. These include covering family, peers, 
interest-based activity, criminal behaviour, and housing circumstances.
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Housing circumstances - Household circumstances is recommended as an outcome 
indicator by the Services Development Unit. Details of household users is often found 
to be useful in studies as both a prognostic indicator (Sanchez-Craig, 1988) and an 
outcome variable (Sanchez-Craig, 1988). However, consideration of housing circum­
stances, including household users, included some of the lowest rated areas and so will 
not be included in this list of standard variable measures.
Family - Perhaps there is no better indicator of social functioning level than that of 
family relationships. It is recommended as an item for outcome monitoring by many re­
search studies and advisory councils (e.g. Azrin, 1976; Advisory Council on the Mis­
use of Drugs, 1982; Moos, et al., 1990), and is recommended to purchasers of services 
as an item on which to obtain information (Services Development Unit).
There are several aspects about family functioning which might be useful to outcome 
evaluation. These might include issues such as family relationships (whether there are 
people in the client's family to whom they feel close and able to share problems), 
ily breakdown (fi-equency of conflict with partner, or relatives), and domestic violence.
Because both variables; domestic violence and family breakdown, had equally high 
support (20,9) and the information can be linked with the prognostic indicators of sup­
port form partner, and family. These prognostic and outcome indicators can be com­
bined under the variable title offamily integration, and should be measured on a scale 
including; full contact, irregular contact, chaotic interaction, violent.
Peers / social support - Another area of social functioning involves one's interaction 
with fiiends and acquaintances. Improvement in such interpersonal relationships is as­
sociated with reduced drinking (Gerard, Saenger, & Wile, 1962; Emrick, 1974), and 
reduced relapse (Moos et al. 1990). The outcome variable social support gained sufiS- 
ciently high support to include it as variable to be routinely measured (28,23). As sug­
gested above, because and poor social skills at income is associated with lower 
prognosis social integration at income can also be used as a prognostic indicator.
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Criminal behaviour - Because reduced substance use is positively associated with im­
provement in legal problems (Longabaugh, 1991) criminal behaviour could be impor­
tant to monitor in terms of the value of positive outcomes reported back to some 
funding bodies. Consequently it is recommended as an outcome indicator by Darke 
(1992) in his study of outcome measures in opiate treatment evaluation, and to pur­
chasers by the Services Development Unit. However, criminal behaviour received 
minimal support from clinicians as an outcome measure, and so will not be routinely 
recorded as an outcome variable.
Economic
Employment - Finally, outcome evaluation could consider the employment and eco­
nomic issues of the client. For example research has studied employment status and 
found that improvement in employment is positively associated with reduced substance 
use (Gerard et al., 1962; Emrick, 1974), and the Services Development unit recom­
mends to purchasers of substance treatment services that they obtain information on 
changes in employment circumstances. Furthermore regular employment (Hyman, 
1976; Polich et al., 1980) fewer days lost from work (Vogler et al., 1977) and higher 
income (Miller & Joyce, 1979) are all related to level of substance use and relapse 
rates.
For this reason employment and quality of work are important criteria for predicting 
and assessing outcome. However, because it may take a while for post-treatment em­
ployment statistics to stabilise, let alone increase (McCrady, Stout, Noel, Abrams, & 
Fisher, 1991), and also because employment as prognostic and outcome variables re­
ceived the lowest support from clinician's, this study does not consider it important to 
record. Various comments written on the form suggest that the low support is primar­
ily because of the excessive level of unemployed clients which reduces the usefulness 
of what might be a statistically significant variable.
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CONCLUSION
The evaluation of substance misuse intervention has received considerable attention in 
recent years. The need for a standard instrument for recording data to categorise cli­
ents and monitor treatment progress arises from the field's desire to self-monitor and 
increasing demands for cost containment and accountability. A consensus of what such 
a system should consist of and how it should be implemented has not previously been 
established. This study considers the views of substance addiction agencies on what 
they would consider as necessary items and meaningful data. From this, and consulta­
tion with scientific research, it arrives at a recommended set of prognostic and out­
come variables which is designed to help perform the tasks of categorising clients and 
monitoring outcomes. Utilisation of this instrument can help demonstrate effectiveness 
in order to secure funding and improve client treatment matching, and also stimulate 
the much needed empirical research that will develop our understanding and improve­
ment of existing substance misuse treatment.
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Appendix 1: Prognostic and outcome indicator form
PROGNOSTIC AND OUTCOME INDICATORS FOR 
DRUG AND ALCOHOL INTERVENTION EVALUATION
PROGNOSTIC INDICATORS
Extremely Yen’ Quite Not Ver)" Not-at-ali
ImportaiU important Important important important
1 2 3 4 5
Sex Age
Ethnicity Relationship status
Children Education
Employment status T raining/schooling/education
Source of income Occupation/skills
Living with Type of accommodation
Support from partner Support from famifr
Support from friends Stress level
Referral
Reason for referral Main drug problem
Referral agent Legal status
Employment
Age of first use Age of first problems
Age of first dependence Age of first treatment
Sjmploms Used drugs in lifetime
Years of heavy use Number of withdrawal episodes
PrcN'lous treatment Bxpcrlonce/invoh ement
Significant life events
LilctîmciNjchiatricHîstt*n
Age and onset Treatment involvement
Major convictions Prison sentences
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OUTCOME INDICATORS
m
ExtfCtnelv Yen' Quite Not Ver\: Not-at-all
Important Important important Important important
1 2 3 4 5
DRUG AND ALCOHOL USE
Alcohol use Main drug used
All drugs used Stage of drug use
By classification scale By problem sev’erity
Quantity per day Quantity per week
Quantity per month
Da>'s use per week Da>'S use per month
Percentage days of use Binges per week
Binges per month Percentage of binge dajs
ODs per week CDs per month
ODs per year
Qtiautity-fiequenCT measure
Amount per average episode Recent maximum episode
Recent minimum episode
Recent partem Current partem
Knowiedge level
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Source Finance
Before During
Where When
Company
iiilBililllliili®
Drinking speed Extent or inhaling
Injecting technique
Driving Unptotocted sex
Level of sexual risk Multiple partners
Sharing injection equipment Cleaning needles and syringes
Frequency of injecting Condom use
Drinking water Washing nose after snorting
Cleaning injection sites Disposing safely
Craring on waking Use to avoid withdrawal
Strong craving Hard to cope without
Using to sleep Using to relax
Level of control Remorse afterwards
Cost Binges
Overdoses Pre-occupation
Salience Compulsion
Planning Maximising effect
Narrowing of repertoire Constancy of state
Poly-use patterns
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HEALTH
Feelings of Healüi General health
Worry levels Readiness to seek help
Registration widi OP A+E use
Treatment frequency Symptoms
Depression Anxiety
Emotional adjustment Self-confidence
Assertiveness Expressed attitudes
Cognitive functioning Psychological well-being
Lite satisfaction Life jueaningfnlness
Religious beliefs scale Desire to change
Relapse stage Confidence to change
Goals Action plans
SeifiejQtcam
SOCIAL
Current t\pc Number in recent time$
Household users Length of time at current address
General living eifoumstances
Close members Family breakdown
Domestic violence
Disputes Integration into substance culture
Peer pressure
Social support
Use of free time
158
General offences Substance related offences
General arrests Substance related arrests
General convictions Substance related convictions
Offences while intoxicated Legality of substance use
Legal status
ECONOMIC
Status Days worked
Days absent Substance related absence
Unautltorised days absent Number of injuries
Disciplining involvement Job attitude
lob satisfaction Conflict with colleagues
Source of Ineotne
State Problems
Money spent on substance
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Appendix 2: Complete Results
Prognostic Indicator Is (Rank) Ave (Rank) Prognostic Indicator Is (Rank) Ave (Rank)
Sex 31(2) 1.852(3) Age 23(8) 2.033 (13)
Ethnicity 17(18) 2.574 (28) Relationship status 11(26) 2.377 (26)
Children 14 (20) 2.213 (20) Education 1(34) 3.426 (35)
Employment status 11(26) 2.443 (27) Training/education 1(34) 3.426 (35)
Source of income 7(30) 2.836 (33) Occupation/skills 1(34) 2.869 (34)
Living with 10(28) 2.317(22) Type of accommodation 6(31) 2.59 (29)
Support from partner 19 (13) 1.852 (3) Support from family 15(19) 2(11)
Support from friends 13 (22) 2.164(19) Stress level 20(11) 1.951 (8)
Reason for referral 29(3) 1.82 (2) Main drug problem 40(1) 1.467(1)
Referral agent 21(9) 2.262 (21) Legal status 14 (20) 2.148(18)
Employment 5(33) 2.695(31) Age of first use 21(9) 2.131(16)
Age of first problems 19(13) 2.066 (14) Age of first dependence 19(13) 2.115(15)
Age of first treatment 13 (22) 2.361 (25) Symptoms 25(4) 1.967 (10)
Used drugs in lifetime 12 (25) 2.356 (24) Years of heavy use 25(4) 1.951(8)
Number of withdrawals 19(13) 2.131 (16) Previous treatment 25(4) 1.934(7)
Experience/involvement 13 (22) 2.345 (23) Significant life events 25(4) 1.869 (5)
Age and onset 20(11) 1.869 (5) Treatment involvement 18 (17) 2.016 (29)
Major convictions 8(29) 2.59 29) Prison sentences 6(30) 2.787(32)
Ontcome variable Is (Rank) Ave (Rank) Outcome variable Is (Rank) Ave (Rank)
Alcohol use 37(3) 1.467(2) Main drug used 40(2) 1.39(1)
All drugs used 33(7) 1.567(4) Stage of drug use 28 (20) 1.719 (16)
By classification scale 9(106) 2.849(118) By problem severity 29 (16) 1.672(12)
Quantity per day 29 (16) 1.783 (21) Quantity per week 23 (34) 1.95 (40)
Quantity per month 19 (52) 2.317(83) Days use per week 35(6) 1.567 (4)
Days use per month 19 (52) 2.086 (57) Percentage days of use 12 (91) 2.586 (109)
Binges per week 17(60) 2.193 (73) Binges per month 19 (52) 2.067 (53
Percentage of binge days 14(77) 2.456 (24) ODs per week 31(12) 1.807 (24)
ODs per month 23 (34) 2.034 (51) ODs per year 23 (34) 2.034 (50)
Quantity-frequency 28(20) 1.845 (26) Amount per episode 22(42) 1.915 (35)
Recent maximum episode 22(42) 1.895 (34) Recent minimum episode 17(60) 2.107 (59)
Recent pattern 25(28) 1.814(25) Current pattern 32(9) 1.593 (8)
Knowledge level 23 (34) 1.877 (29) Source 6(115) 2.931 (122)
Finance 8(110) 2.559 (106) Before 12(91) 2.608 (110)
During 10(104) 2.68(112) Where 11(100) 2.328 (89)
When 14(77) 2.271 (80) Company 13 (87) 2.344 (88)
Route 33(7) 1.683 (13) Drinking speed 15 (73) 2.5 (102)
Extent of inhaling 17(60) 2.429 (95) Injecting technique 25(28) 2.083 (56)
Driving 20(49) 2.186 (71) Unprotected sex 37(3) 1.623 (9)
Level of sexual risk 29 (16) 1.797 (22) Multiple partners 25(28) 1.933 (39)
Sharing equipment 45(1) 1.475(3) Cleaning equipment 36(5) 1.689 (14)
Frequency of injectmg 31(12) 1.77 (20) Condom use 31(12) 1.738 (18)
Drinking water 14(77) 2.554(105) Washing nose after snorting 14(77) 2.833 (92)
Cleaning injection sites 19 (52) 2.383 (92) Disposing safely 31(12) 1.915 (35)
Craving on waking 24(32) 1.85 (27) Use to avoid withdrawal 18(58) 1.85 (27)
Strong craving 18 (58) 2.067(53) Hard to cope without 20(49) 1.95 (40)
Using to sleep 19 (52) 1.984 (44) Using to relax 14(77) 2.183 (68)
Level of control 24(32) 1.869 (28) Remorse afterwards 8(110) 2.35 (90)
Cost 6(115) 2.574(107) Binges 12(91) 2.217 (76)
Overdoses 23 (34) 1.918(37) Pre-occupation 14(77) 2.2 (75)
Salience 9(106) 2.5 (102) Compulsion 17(60) 2.233 (78)
Planning 13 (87) 2.373 (91) Maximising effect 15(73) 2.339 (87)
Narrowing of repertoire 9(106) 2.417 (100) Constancy of state 11(100) 2.386 (93)
Poly-use patterns 26 (26) 1.885 (32 ) Feelings of health 14(77) 2.067 (53)
General health 22 (42) 2.016 (47) Worry levels 12(91) 2.033 (49)
Readiness to seek help 22(42) 1.883 (30) Registration with GP 28(20) 2(45)
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A&Euse 5(119) 2.533 (104) Treatment fi-equency 16 (67) 2.19 (72)
Symptoms 16(67) 2.133 (64) Depression 32(9) 1.574(6)
Anxiety 20(49) 1.885 (32) Emotional adjustment 21(48) 1.966 (43)
Self-confidence 22 (42) 1.918 (38) Assertiveness 11(100) 2.23 (77)
Expressed attitudes 12 (91) 2.283 (81) Cognitive functioning 18 (57) 2.049 (52)
Psychological well-being 17 (60) 2(45) Life satisfaction 13 (87) 2.131 (63)
Life meaningfulness 14 (77) 2.246 (79) Religious beliefs scale 2(128) 3.328 (128)
Desire to change 32(9) 1.59 (7) Relapse stage 22 (42) 2.115(60)
Confidence to change 29 (16) 1.689 (14) Goals 28(20) 1.721 (17)
Action plans 26(26) 1.738 (18) Self-efficacy 23 (34) 1.951 (42)
Current type 12(91) 2.4443 (96) Number in recent times 4(122) 2.867 (123)
Household users 13 (87) 2.322 (85) Time at current address 4(122) 3.082 (127)
Living circumstances 16(67) 2.183 (68) Close members 23 (34) 1.883 (30)
Family breakdown 28 (20) 1.623 (9) Domestic violence 28 (20) 1.623 (9)
Disputes 10(104) 2.467(98) Integration to sub-culture 16(67) 2.15 (66)
Peer pressure 12 (91) 2.322 (86) Social support 25 (28) 1.803 (23)
Use of fi-ee time 14(77) 2.115 (60)||General offences 6(115) 2.85 (119)
Substance related offences 17(60) 2.148 (65) General arrests 7(113) 2.803(114)
Substance related arrests 16 (67) 2.197(74) General convictions 5 (120) 2.869 (120)
Substance convictions 18(58) 2.164(67) Offences while intoxicated 15 (73) 2.183 (68)
Legality of substance use 12(91) 2.576 (108) Legal status 11(100) 2.467(98)
Status 17(60) 2.311(82) Days worked 4(122) 3.049 (125)
Days absent 3(127) 3.066 (126) Substance related absence 14 (77) 2.393 (94)
Unauthorised days absent 4(122) 3 (124) Number of injuries 8(110) 2.705(113)
Disciplining involvement 6(115) 2.836(117) Job attitude 4(122) 2.885 (121)
Job satisfaction 7(113) 2.656(111) Conflict with colleagues 5(120) 2.82(115)
Source of Income 12(91) 2.317(83) State 9 (106) 2.474(101)
Problems 16 (67) 2.123 (62) Substance expenses 15 (73) 2.102 (58)
161
Appendix 3: Standardised Set of Prognostic and Outcome variables 
PROGNOSTIC VARIABLES
Sex - male, female
Type of treatment - residential, day treatment 
Agency philosophy - abstinence, harm reduction 
Client goal - abstinence, moderation
Reason for referral - financial, legal, job, relationships, medical, psychological,
housing, pregnancy, other Referral agent - self, family/fiiend, GP, hospital, 
social services, non-statutory agency, probation, NHS 
drug/alcohol team, other 
Main substance - alcohol, amphetamines, caffeine, cannabis, cocaine, hallucinogens, 
inhalants, nicotine, opioids, phencyclidine, sedatives, other 
Onset of misuse - age 
Years of misuse - years 
Number of withdrawals - number 
Length of residential treatment - weeks 
Length of day treatment - sessions attended/missed 
Reason for ending - completion, referred on, drop out 
Previous substance treatment - number 
Onset of psychological disorders - age 
Psychological treatment - years 
Psychological hospitalisation - years
Legal status - no legal status, probation, awaiting trial, serving a sentence
OUTCOME VARIABLES
Quantity (all substances in order) - per day used 
Frequency (all substances in order) - days per week 
Route (all substances in order) - oral, smoked, injected, snififed 
Pattern in past 3 months (all substances in order) - abstinent, occasional/weekends, 
binge, frequent, daily 
Injecting - never, > 1 year, < 1 year and > 1 month, < 1 month 
Sharing equipment - never, > 1 year, < 1 year and > 1 month, < 1 month 
Condom use - 0-25%, 26-50%, 51-75%, 76-100%
Disposing in sharps bins - 0-25%, 26-50%, 51-75%, or 76-100%
Social integration - full, irregular, minimal, isolated
Family integration - frill contact, irregular contact, chaotic interaction, violent 
Environmental stress - none, mild, moderate, severe, chronic 
Contemplation stage - pre-contemplation, contemplation, preparation, action, 
maintenance
Self-efficacy - certain, very confident, confident, 50-50, doubtful, very doubtful, 
certainly will not 
Psychological disorder - none, mild, moderate, severe, chronic 
Physical disorder - none, mild, moderate, severe, chronic
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The relationship o f psychological mindedness to psychotherapeutic outcome, thera­
peutic alliance and dispositional variables (efficacy expectancy and motivation)
ABSTRACT
The centrality of psychological mindedness (PM) to aspects of psychotherapy includ­
ing client selection, intervention process, and outcome theory has received general 
consensus but rests on a limited and apparently inconsistent empirical foundation. This 
study aimed to examine the relationship of PM to psychotherapeutic outcome, and 
variables related to therapeutic process and client disposition, using the recently devel­
oped, and psychometrically tested. Psychological Mindedness Scale (PMS; see Conte, 
Ratto & Karasu, 1996).
This study was also interested in exploring the relationships between outcome and 
therapeutic alliance and dispositional variables including motivation and efficacy expec­
tancy, selected because of their previously demonstrated relationship to outcome, in 
order to develop understanding and prediction regarding the complex interaction of 
these variables.
Predictions were tested using the PMS with adult mental health clients receiving 8-10 
sessions of psychotherapeutic intervention. Results failed to support the hypotheses 
that change in PM would be related to outcome, however, as reported in several previ­
ous studies, baseline PM was found to be linked with outcome. These results were 
used to propose a model of relationships between the investigated variables and out­
come. Finally suggestions for future research were based on a hypothetical link be­
tween change in PM with outcome and from limitations identified in this study.
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INTRODUCTION
There have been many attempts to identify variables that contribute to the prognosis of 
psychotherapeutic outcome based on pre-treatment and process variables (e.g. Auer­
bach, Luborsky & Johnson, 1972). Recent reviews of such research investigating pos­
sible factors influencing outcome have been summarised by Luborsky, Crits-Christoph, 
Mintz and Auerbach (1988; see also Garfield & Bergin, 1986; Smith, Glass & Miller,
1980). The findings they discuss have identified that client variables such as level of 
anxiety and depression, amount of motivation for treatment, positive attitudes toward 
self and therapist, and relatively high intelligence level are all associated with good out­
come. One pre-treatment client variable that has not been studied systematically is psy­
chological mindedness (PM).
Defining psychological mindedness
Perhaps the greatest cause of empirical scarcity is the complexity of the term which, 
despite its frequent use, has been intuitively and variably understood by clinicians and 
researchers, generating considerable conceptual ambiguity.
An early complication was the synonymous use of the term with words such as insight, 
insightfulness, reflectiveness, and introspectiveness. Appelbaum's (1973) extensive and 
influential writing on PM proposed a solution to the complexity by identifying 2 central 
terms and distinguishing between then; PM he labelled as a process, and insight - the 
product of the process. The general acceptance of this proposal highlights the inconsis­
tencies of previous definitions. The 'Insight Test' developed by Tolor & Reznifkoff 
(1960), for example, measures an individual's ability to understand the causal factors 
underlying attitudes and behaviours by matching defence mechanisms with hypothetical 
situations; which according to Appelbaum (1973) is a measure of PM rather than in­
sight. More recently Wolitzky and Reuben (1974) have added that PM is an interest or 
ability in general psychological explanations of behaviour, while with insight the object 
of explanation is the self.
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The complete definition of PM proposed by Appelbaum (1973) refers to 'a person's 
ability to see relationships among thoughts, feelings, and actions, with the goal of 
learning the meanings and causes of his experiences and behaviour' (p 36).
Writing more recently on PM Farber (1985) has provided a similar conceptualisation, 
which he defined as 'the disposition to reflect upon the meaning and motivation of be­
haviours, thoughts, and feelings' of not only 'oneself but also of 'others'. McCallum and 
Piper (1990b) similarly defined PM as 'the ability to identify intrapsychic components' 
but included in their definition the ability 'to relate them to a person's difficulties' (p 
437).
Further developing the concept Hall (1992) added that PM was not only an 'ability' but 
also an 'interest' in being 'reflective about psychological processes, relationships, and 
meanings across both affective and intellectual dimensions' (p. 134). The implication is 
that the appraisal does not have to be accurate but attempted (see also Wolitzky & 
Reuben, 1974).
Another more recent proposal for an operational definition, which has received consid­
erable investigation providing ample support for its construct validity, has been pro­
posed by Conte et al. (1996; see also Conte, Plutchik, Jung, Picard, Karasu, & 
Lotterman, 1990). They presented a definition based on a factor analysis of scale items 
that 'psychological mindedness is an attribute of an individual that presupposes a de­
gree of access to one's feelings, a willingness to try to understand oneself and others, a 
belief in the benefit of discussing one's problems, an interest in the meaning and moti­
vation of one's own and others' thoughts, feelings, and behaviour, and a capacity for 
change' (p. 258). This appears to be compatible with previous conceptual definitions 
presented above.
Measuring psychological mindedness
Another feature limiting the investigation of PM appears to be the difficulty in measur­
ing the construct. Those who have made such attempts seem to have been influenced
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by the diversity of definition and produced various unstandardised measures. Several 
early studies measuring insight (Dymond, 1948; Mann and Mann, 1959) relied on the 
assessment of congruence between self-descriptions and descriptions given by others. 
The methodological problems with this approach have been identified by Roback 
(1974), among others, which include halo effects and lack of information to rate the 
behaviours of others.
A somewhat more reliable self-report measure occasionally used is the psychological 
mindedness scale of the California Personality Inventory (Gough, 1957), but this scale 
has seldom been used in studies specifically addressing PM and so validation has been 
limited.
Other measures are based on observer ratings, such as by Weiss and Sampson (1986) 
who used transcripts of psychoanalytic sessions, and Crits-Christoph and Luborsky 
(1990) who developed a more systematic method of guided clinical judgement. Third, 
Wolitzky and Reuben (1974) developed a measure based on a clinician's rating of an 
individual's response to 2 cards of the Thematic Apperception Test. The problems with 
these objective measures is that they have received little if any validity studies, and they 
lack the advantage of objective scoring criteria.
More recently, McCallum and Piper (1990a) have developed the Psychological Mind­
edness Assessment Procedure based on videotaped client-therapist interactions and rat­
ings of an individual's ability to identify dynamic components related to the client's 
difficulties. These investigators have presented evidence for high inter-rater and test- 
retest reliability and also high convergent, discriminant, predictive, and construct valid­
ity for this procedure.
In spite of this variety of tests, with the exception of the Psychological Mindedness 
Scale (PMS) of Conte et al. (1990) there has been no self-report paper-and-pencil 
measure of this concept that has provided ongoing psychometric assessment. The PMS 
has received considerable investigation demonstrating its sufficient psychometric prop­
erties including internal consistency (alpha = 0.87), and predictive and construct
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validity in studies conducted by Conte, Buckley, Picard & Karasu (1995; see also 
Conte et al., 1990).
Further evidence for the construct validity of the PMS has been provided by Bagby, 
Taylor and Parker (1993) in their investigation of the psychometric properties of their 
Twenty-Item Toronto Alexithymia Scale (TAS-20). Taylor (1995) defined alexithymia 
as 'difficulty identifying feelings, difficulty describing feelings, and externally oriented 
thinking' (p. 268). Bagby and colleagues recognised that this definition appeared to be 
the reverse of their definition of PM, and conducted a series of tests examining the cor­
relation with PM. Bagby, Taylor and Parker (1986) found a negative correlation with 
the psychological mindedness PY scale of the California Psychological Inventory (r = 
-0.33, p < 0.01). Conte et al. (1996) also found a negative relationship between the 
PMS and the TAS-20, and concluded that they are converse constructs.
In spite of the demonstrated reliability and validity the PMS has not gone without criti­
cism. Recently McCallum and Piper (1996) have criticised the scale for its measure of 
five independent factors in one score (Conte et al., 1990), arguing that possibly some 
of the dimensions may be cancelled out by others.
Psychological mindedness and psychotherapeutic outcome
As suggested above, it is perhaps because of these weaknesses that there is a paucity 
of empirical data relating PM to psychotherapeutic outcome, and limited conclusive 
theorising of the significance and influence of PM in psychotherapy. Within this limited 
research the various possible theoretical relationships of PM and outcome have re­
ceived conflicting support. Studies have diversely found no correlation with outcome, 
correlation with positive outcome, and correlation with negative outcome.
No correlation with outcome - McCallum & Piper (1990b) have studied the relation­
ship of baseline client PM with outcome in short-term group psychotherapy. They hy­
pothesised greater outcome benefits for highly psychologically minded clients relative
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to the marginally psychologically minded clients. Their results however yielded no rela­
tionship of PM with outcome.
Similar results have been found by Piper, De Carufel and Szkrumelak (1985) in their 
studies of client predictors of process and outcome in short-term individual psycho­
therapy. More recently Conte et al. (1996) found no correlation between baseline PM 
and discharge ratings, provided by the therapist or independent rater, of client func­
tioning or symptoms. The Psychotherapy Research Project of the Menninger Founda­
tion (Kemberg, Burstein, Coyne, Appelbaum, Horowitz & Voth, 1972) also failed to 
find any significant relationships between ratings of psychological mindedness and 
outcome.
Studies investigating baseline ratings of client insight have similarly found no relation­
ship to outcome (Rosenbaum, Freidland & Kaplan, 1956; Herbert & Powell, 1989). 
Some studies have measured baseline insight at income and again at discharge and 
have found that development of insight over the course of therapy is also unrelated to 
outcome (Luborsky et al., 1988).
Correlation with positive outcome - In the earliest investigations, Raskin (1949) re­
ported a significant correlation (r = 0.63) between insight and treatment outcome for a 
sample of ten clients. These findings have more recently been replicated in studies con­
ducted by Luborsky et al., (1988; see also Haas, Glick, Clarkin, Spencer, Lewis & 
Peyser, 1988) who also found that the greater the level of pre-treatment insight, the 
greater the improvement in psychosocial functioning.
More recently Conte et al. (1990) found no relationship between PM and pre­
treatment psychosocial functioning, but found a significant relationship between base­
line PM and improved global functioning and decreased symptoms and problems. 
Though these findings were not replicated by Conte et al. (1996) when comparing 
base-line PM with therapist and observer ratings of functioning and symptoms at
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discharge, they did find a significant relationship when using self-ratings of functioning 
and symptoms (see also Piper, Joyce, Azim & Rosie, 1994).
Finally, in studies investigating PM of clients in group therapy it has been shown that 
base-line PM is directly correlated with outcome in insight-oriented group therapy but 
not supportive group therapy (Abramowitz & Abramowitz, 1974) and short-term 
group therapy but not long-term group or individual therapy or short-term individual 
therapy (Piper, Debrane, Bienvenu & Garant, 1984).
Correlation with negative outcome - Not only has PM been shown to have no rela­
tionship with outcome and positive relationship -with outcome, but, in relation to ther­
apy with clients of head injury, high insight development has also been found to be 
associated with depression and amotivational states (Prigatano, Fordyce, Zeiner, 
Roueche, Pepping & Wood, 1986). In his study of such clients Hohmann (1975) iden­
tified that premature insight development can destroy hopes, or alternatively, delay in 
insight development can lead to denial of limitation and a general inappropriate inter­
pretation and management of behaviour (see also Hackler & Tobis, 1984). Although 
these studies are focusing on a specific client population it does suggest the complexity 
of interacting variables which may influence the relationship of PM with psychothera­
peutic outcome.
Additional research limitations
It has been suggested above that these inconsistencies can be attributed in part to vari­
ability in the definition of PM and the instrument used to measure the construct. How­
ever, numerous other variables may be influential, including those related to therapy, 
participants, and measures, and must be empirically studied before reaching a 
conclusion.
Therapy - First, an indication fi*om the studies presented above is that there may be a 
greater relationship between base-line PM and outcome in group therapy than individ­
ual therapy (Piper et al., 1984). Furthermore, studies have shown that within group
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therapy different theoretical orientations show different relationships between base-line 
PM and outcome (Abramowitz & Abramowitz, 1974). The implications from such evi­
dence is that different types of therapy and orientation may interact with PM in a way 
currently not understood, and without being controlled may confound findings related 
to outcome.
Participants - Studies of PM have also paid insufficient attention to the significance of 
participant pathology variables such as diagnosis and severity. Studies generally con­
tain little homogeneity, control or comparison within studies and also considerable 
variation between studies. For example, McCallum and Piper (1990b) investigated PM 
in clients who had experienced loss through either death, separation or divorce; Abra­
mowitz & Abramowitz (1974) conducted therapy with college students responding to 
advertisements promoting self-development group therapy; Piper et al. (1994) con­
ducted research with clients suffering from depression; and clients in studies conducted 
by Conte et al. (1996) included DSM-III-R diagnoses of affective disorders, adjust­
ment disorder, schizophrenia, and anxiety.
Furthermore, none of these studies considers the baseline severity of outcome variables 
as a possible interaction variable. And finally, these studies have also paid scarce atten­
tion to numerous other participant dimensions including demographic, personality, 
physiological and behavioural variables; and so it is not known to what extent they 
confound findings.
Measures - Studies are also inconsistent in their selection of outcome measures each 
implementing an idiosyncratic set, thereby reducing the meta-analysability of the data. 
For example, McCallum and Piper (1990b) measured social adjustment, interpersonal 
behaviour, symptomatology using the SCL-90 (Derogatis, 1977), depression using the 
BDI (Beck & Steer, 1987), and self-esteem using the Self-Esteem Scale (Rosenberg, 
1979); Abramowitz and Abramowitz (1974) measured expectation of personal control, 
alienation, anxiety and self-esteem; Piper et al. (1994) measured 17 outcome variables 
focusing on interpersonal functioning, symptomatology using the SCL-90, self-esteem
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using the Self-Esteem Scale, life satisfaction, defensive functioning, and personalised 
target objectives; and Conte et al. (1990) used the Global Assessment Scale (Endicott, 
Spitzer & Fleiss, 1976), and the Psychiatric Outpatient Rating Scale (Plutchik, Conte 
& Spence, 1990).
Psychological mindedness and counselling psychology
Therapeutic goal - Considering the diversity of definitions and measures in the litera­
ture, and the inconsistencies in research which have limited evidence of its significance 
in psychotherapy, it is perhaps surprising that the construct of PM has enjoyed 
throughout the history of psychotherapy relatively unchallenged, and perhaps unde­
served, influence and sanctity. One question attracting surprisingly little attention is 
that of the relevance and utility of developing the client's insight and PM.
Freud (1958) claimed that cure comes from the development of insight into repressed 
memories contributing to unconscious conflict and related symptoms of emotional tur­
moil and pathological behaviour. Such insight, he suggested, produces a flexible, ma­
ture, and better integrated ego. These ideas have influenced the development of 
psychotherapeutic process which essentially aims to develop the client's insight into the 
motivation and consequences of their behaviour (Appelbaum, 1973).
It has often been claimed that a client's insight is related to their level of PM (McCal­
lum & Piper 1990a; Conte et al., 1996), which suggests that the development of a cli­
ent's PM will be associated with a development in their insight and associated 
symptomatology. Put alternatively, their current level of PM will be related to their 
current psychosocial functioning; a link which has not been made without criticism 
(Roback, 1974).
Curiously, in the event that insight was not seen to lead to symptomatic improvement 
the pioneers of insight oriented psychotherapy essentially ignored the evidence; it was 
presumed that insight was either deficient psychological thinking, insufficiently worked 
through, or too highly intellectualised (Appelbaum, 1973).
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A more scientific attempt to resolve the difficulty proposes the distinction between 
'emotional' and 'intellectual' insight (Strackey, 1934). This argument claims that 'emo­
tional' insight represented the culmination of a successful intervention that led to struc­
tural and symptomatic change, while 'intellectual' insight constituted a rationalisation 
which would never result in sustained improvement. While this logic has a certain ap­
peal it has not been empirically validated and is perhaps simplistic in its explanation of 
a phenomenon which may actually involve a number of other variables such as motiva­
tion, symptom severity and therapeutic alliance to name a few. Furthermore, the argu­
ment appears to be based on the unstable foundation of circular reasoning in that 
symptom reduction is claimed to be preceded by emotional insight, and emotional in­
sight is in turn demonstrated only by a change in symptomatology.
In spite of limited empirical evidence supporting the psychotherapeutic practice of de­
veloping PM and insight, Freud's promotion of insight development has continued to 
influence many contemporary psychotherapies which hold that development of insight 
into the meaning of behaviour is the central curative factor and goal of therapy.
Other contemporary psychotherapies, such as cognitive-behaviour therapy, though not 
regarding PM and insight as central curative issues, have nevertheless increasingly 
adopted them as an inherent part of the therapeutic process (Claibom, Ward & Strong, 
1981; Strong, Wambach, Lopez & Cooper, 1979). According to Mahoney (1985, 
1991) much cognitive processing occurs at the tacit (i.e. unconscious) level. It reflects 
basic assumptions, premises, and world hypotheses that act on the information avail­
able to us. Thus, an intermediate goal for cognitive therapists is to develop the client's 
PM and insight into their unconscious or tacit processes. This integrative orientation 
has recently been formalised into a new therapeutic model proposed by Ryle (1990) 
which he calls cognitive-analytic therapy.
Indication for psychotherapy - While some have developed Freud's (1958) emphasis 
on insight development to incorporate the development of PM for positive psycho­
therapeutic outcome, others have suggested, perhaps in contradiction, that the client's
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suitability for treatment can be determined by their initial level of PM; a notion which 
also suffers from a limitation of empirical support. Although early psychoanalytic lit­
erature considered little more than the bringing of symptoms to be a sufficient indicator 
for therapy (Freud, 1905, 1937; Fenichel, 1945), it was eventually proposed that in­
sight development, being the centrality of the therapeutic process, depends on the cli­
ent's initial level of PM (Namnum, 1968).
This inclusion of PM as a significant indicator for suitability seems to have generated 
widespread belief that it is a necessary client characteristic for beneficial psychother­
apy. Flegenheimer (1989), for example, claims that the prospects of successful psycho­
therapeutic treatment are greatly enhanced if the patient is psychologically minded (see 
also Coltart, 1988; Taylor, 1995; Gedo, 1988; Giovacchini, 1986; Luborsky & Spence, 
1971; Conte et al., 1995).
Conversely, when individuals do not demonstrate suitable baseline PM they are often 
deemed to have insufficient PM, or to be 'alexithymie' (Taylor, 1995) and unsuitable 
for certain orientations of psychotherapy (Abramowitz & Abramowitz, 1974; Fennell ' 
& Teasdale, 1987).
Psychotherapy research - In spite of the challenges posed by the complexity of the 
term 'PM', which makes it difficult to develop reliable and valid measures, there has, as 
suggested above, been recent progress. This progress is advancing empirical investiga­
tion into psychotherapeutic outcome, thereby questioning the traditional importance 
enjoyed by the construct of PM in relation to psychotherapeutic process and client 
selection.
Psychological mindedness and therapeutic alliance
This study not only proposed to investigate the relationship between PM and psycho­
therapeutic outcome but also the links between PM and therapeutic alliance, which has 
until now also attracted limited investigation; thereby limiting psychotherapeutic proc­
ess theorising.
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Perhaps the most consistent process finding in empirical studies to date has been the 
positive relationship between therapeutic relationship and outcome. Haas et al. (1988), 
for example, have found that if a good working alliance is established in the early stage 
of treatment, a positive outcome can be predicted (see also Hartley & Strupp, 1982; 
Frank, 1973). These findings have been reported in a variety of DSM-IV categories in­
cluding: depression (Klerman, Weissman, Rounsaville & Chevron, 1984), schizophre­
nia (Frank & Gunderson, 1990), psychiatric inpatients (Clarkin, Hurt & Crilly, 1987), 
and psychopharmacological treatment (Docherty & Fiester, 1985).
A few studies have investigated therapeutic alliance in relation to insight (e.g. Lubor­
sky et al., 1988) which have found a positive correlation. Others have found that in­
sight at termination is related to therapeutic alliance (Andreoli, Muehlebach, 
Gognalons, Abensur, Grimm & Frances, 1992). Looking at this relationship in greater 
detail Conte et al. (1996) recognised that while base-line PM correlated positively with 
overall number of therapy sessions attended, it did not differentiate between clients at­
tending less than 4 sessions with those attending more than 4. From this they sug­
gested that PM may help to cement a therapeutic relationship once it is established, but 
that it is not sufficient for the creation of such a relationship.
Psychological mindedness and dispositional variables
This study also proposed to investigate the links between PM and dispositional vari­
ables including efficacy expectancy and motivation, which were selected because of the 
abundant evidence of their relationship to outcome.
Efficacy expectancy - According to self-efficacy theory, the changing of efficacy ex­
pectations is the cognitive process underlying all behaviour change. However, Bandura 
(1986) does distinguish between two classes of expectancy: efficacy expectancy and 
outcome expectancy. An efficacy expectation is defined as 'a judgement of one's capa­
bility to accomplish a certain level of performance' whereas an outcome expectation is 
'a judgement of the likely consequences such behaviour will produce'.
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Numerous studies have demonstrated that efficacy expectancy, or belief in the possibil­
ity of change, is positively correlated with a successful course of therapy (e.g. Gold- 
fried, 1982; Herbert & Powell, 1989).
Observing a correlation between therapeutic alliance and expectancy Frank (1973) ar­
gued that efficacy expectancy is the mediating variable between therapeutic alliance 
and outcome.
Motivation - Psychotherapy research has often shown that motivation to improve is 
an important prerequisite for therapeutic success. Goldfiied (1982), for example, has 
demonstrated that motivation, defined as acceptance of responsibility and active par­
ticipation in therapy, is a necessary condition for a successful course of therapy. Other 
studies replicating this finding (e.g. Horowitz, Marmar, Weiss, DeWitt & Rosenbaum, 
1984) support the notion that clients must be sufficiently motivated if they are to en­
dure the anxieties generated by the therapeutic process, and to encounter the forces 
maintaining the pathology (Koenigsberg, 1989), and finally achieve a successful thera­
peutic outcome. According to Malan (1976) the client's motivation for insight is the 
single most important selection factor predictive of good outcome.
Motivation has been studied particularly in relation to substance misuse treatment. 
Miller (1983) recognised the relationship of motivation to outcome and developed a 
technique which he termed 'motivational interviewing'. It referred to a non- 
confrontational approach that attempts to increase a client's motivation, thereby lead­
ing to a better outcome. Prochaska and DiClemente (1983) incorporated the notion of 
motivation as a central feature in their conceptual presentation of the process of move­
ment from the misuse of substance to sensible use or abstinence. They identified 4 
stages: from pre-contemplation, through contemplation and action, to maintenance. 
They recognised that client motivation was an integral part of movement through the 4 
stages.
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Studies have also demonstrated that a client's efficacy expectancy is a good predictor 
of their motivation (Herbert & Powell, 1989). And in relation to PM, Rosenbaum & 
Horowitz (1983) studied the relationship of motivation with commitment to psycho­
therapy, and found PM to be a criterion for motivation. Finally, Andreoli et al. (1992) 
found that level of insight at termination correlated with motivation for psychotherapy.
Rationale
The present study was designed primarily to investigate the construct of PM in relation 
to psychotherapeutic outcome. It also intended to explore the relationship between PM 
and significant process and dispositional variables using the relatively new Psychologi­
cal Mindedness Scale (PMS) which is supported by substantial psychometric 
investigation.
The purpose of this study was to contribute to the understanding of the role of PM in 
successful therapeutic process, and the mechanisms through which it leads to change. 
A better understanding of the interaction of PM with therapeutic alliance and disposi­
tional variables will contribute to the empirical basis advancing treatment strategies and 
guiding clients to appropriate modalities to enhance therapeutic efficiency and maxi­
mise outcome success.
Aims - The first aim of the study was to investigate the relationship between both 
base-line and change in PM with outcome, as well as with other therapeutic alliance 
and client dispositional variables including efficacy expectancy and motivation.
As demonstrated above, empirical evidence supporting the positive correlation of ei­
ther change in PM, or alternatively base-line PM with outcome, therapeutic alliance 
and dispositional variables is inconclusive. This study considered the former theory, 
emphasising the significance of change in PM, to be in greater harmony with Freud's 
(1958) notion that developing a client's insight leads to cure; and so formed the foun­
dation of the hypotheses.
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The second aim of the study was to investigate the relationship of PM with therapeutic 
alliance and client dispositional variables, in order to develop understanding and pre­
diction regarding the complex interaction of variables most influential in effecting 
symptom reduction (Johnson & Matross, 1977; Strong, 1978; Strong & Claibom, 
1982).
Hypotheses - The main hypothesis of this study was that greater outcome benefits 
would be reported by clients demonstrating the greatest increase in PM (rather than 
baseline PM).
The second hypothesis was that increase in PM (rather than baseline PM) would be 
positively correlated with efficacy expectancy, motivation, and therapeutic alliance.
In addition, analysis was undertaken to examine the relationships between the thera­
peutic alliance and dispositional variables including motivation and efficacy expec­
tancy. Because these variables have not previously been studied together, no 
convincing hypotheses of their relationships with each other and with PM could be 
identified and so it was intended that from the findings a tentative model could be 
proposed.
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METHOD
Participants
This study was carried out in the psychology department of West Sussex MHS Trust. Participants were 
community based clients seen in a Community Mental Health Centre. All clients that were asked to 
participate in the study consented and all appeared pleased to participate in a scientific study, and to 
receive the feedback from their contribution. They typically presented problems concerning anxiety, 
depression and low self-esteem, and difficulties with interpersonal relationships. The total number of 
participants was 16, including 6 (35%) men and 10 (65%) women, with a mean age of 35.15 (SD = 
12.27, range: 21 - 67; see appendix 1).
Therapy
Therapy was conducted by a third year trainee counselling psychologist. Clients were seen on a time- 
limited, once-a-week basis for 8-10 session. The conceptual modality of the therapy was based on an 
integration of insight and cognitive-behavioural therapy. The objective of developing insight was to 
explore issues relating to the source, nature, motivation, consequences and perpetuation of using 
counter-productive neurotic procedures, in order to encourage autonomy, an internal locus of control 
and self-respect. The therapy also aimed to motivate procedural modification by identifyii^g» e?q)loring 
and integrating new, more flexible and adaptive affects, cognitions and behaviours through cognitive- 
behavioural intervention.
Variables
Psychological mindcdncss - PM was measured using the Psychological Mindedness Scale (Conte et 
al., 1990; see appendix 2). This 45-item scale represents a modified version of a 65-item scale used by 
Lotterman (A.C. Lotterman, 'A Questionnaire Measure of Psychological Mindedness and the Capacity 
to Benefit from Psychotherapy,' unpublished, 1979) to study suitability for dynamically oriented psy­
chotherapy. The items are in a self-report format and are scored on a four-point scale ranging from 
'strongly agree' to 'strongly disagree- and weighted 4,3,2, and 1. Experienced clinicians judged the 
items to have content validity. Good internal consistency, and predictive and divergent validity have 
been demonstrated (Conte et al., 1990; 1995; Bagby et al., 1993). Scores were calculated by summing 
the scores on the 45 items (21 of the items are reverse-scored), thus range restriction = 45- 180.
Psychotherapeutic outcome - Outcome measures focused in part on the degree of change in level of 
symptomatology; using clients' self-report on the 90-item Hopkins Symptom Checklist (SCL-90R; 
Derogatis, 1977; see appendix 3). It was chosen because of the quantity of data the relatively simple 
scale offers, and also its frequent use in outcome studies, including those investigating PM, which in­
creases possibilities for research comparison and meta-analysis (e.g. Horowitz et al., 1984; Piper et
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al., 1994; McCallum & Piper , 1990a, 1990b). It has also been used in studies investigating motiva­
tion for psychotherapy (Keijsers, Schaap & Hoogduin, 1990). The items are scored on a 5-point scale 
weighted from 0 - 4 ,  scores were calculated by summing the raw scores of the 90 items, thus the range 
restriction = 0 - 360.
Another area considered important as an indicator of therapeutic effectiveness was change in self­
esteem, which was assessed using the Rosenberg Self-Esteem Scale (Rosenberg, 1979; see appendix 
4). The scale was chosen because of its simplicity, and its frequent use in outcome studies, including 
those investigating PM, which increases possibilities for research comparison and meta-analysis (e.g. 
Piper et al., 1994; Mcallum & Piper, 1990a, 1990b). The scale consists of 10 items scored on a four- 
point scale ranging from 'strongly agree' to 'strongly disagree', and weighted 4,3,2, and 1. Scores were 
calculated by summing the scores on the 10 items (5 items are reverse-scored), thus range restriction 
= 10 - 40.
Therapeutic alliance - The therapeutic alliance scale used was a modified version of the Penn Help­
ing Alliance Rating Method (Morgan, Luborsky, Crits-Christoph, Curtis & Solomon, 1982). Because 
client-ratings of process variables have proved to be more highly correlated with outcome than thera­
pist ratings (Gomes-Schwartz, 1978) the Perm Helping Alliance Rating Method, originally a therapist 
rated measure was converted to be client-rated (see appendix 5). The therapeutic alliance scale con­
sists of 10 items scored on a 10-point scale ranging from 'none' to 'very much', and weighted from 1 - 
10, pertaining to the client's perception of the therapist and client contribution to the therapeutic alli­
ance. Scores were calculated by summing the scores on the 10 items, thus range restriction =10-100.
Dispositional variables - Included in this study were two dispositional variables that were considered 
central to effective outcome. The first dispositional measure assessed the client's efficacy expectancy. 
In his model of self-efficacy Bandirra (1977) distingirishes between outcome expectations and efficacy 
expectations. Outcome expectations are defined as the person's estimation that a particular behaviour 
will lead to a desired outcome. The efficacy expectation, in contrast, refers to the person's conviction 
that he/she is able to produce that behaviour that is necessary to attain the desired outcome. The dis­
tinction between both types of expectations is therefore important, since individuals may be absolutely 
sure that a certain behaviour will lead to a desired condition but, if they doubt their ability to carry out 
the necessary behaviour effectively, this knowledge will have no influence on the eventual outcome. 
Efficacy expectancy was measured on a 1 item, 10-point Likert scale ranging in expectancy from 'not 
at all' to 'extremely sure', and weighted from 1 -10, thus range restriction = 1 - 1 0  (see appendix 6).
A second important dispositional variable concerns motivation for psychotherapy and change. The 
measure for motivation was based on the Motivation for Psychotherapy Scale designed by Rosenbaum
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and Horowitz (1983) to assess the client's interest in and commitment to psychotherapy, and has dem­
onstrated favourable psychometric properties (Rosenbaum & Horowitz, 1983), As with the measure of 
therapeutic alliance the scale was modified from a therapist to client-rated measure (see appendix 7). 
It consisted of 21 items measured by a 10-point Likert scale ranging from 'not at all' to 'extremely', 
and weighted from 1 -10. Scores were calculated by summing the scores on the 21 items, thus range 
restriction = 21-210.
Procedure
As part of the assessment procedure all participants completed the PMS, Rosenberg Self-Esteem and 
SCL-90R measures to obtain baseline scores of PM and outcome measures. These measures were re­
peated at the end of therapy to obtain discharge scores and enable the calculation of change in PM and 
therapeutic outcome.
After the second session Participants completed the efficacy expectancy scale and the motivation 
scales. And finally, after the third session participants completed the therapeutic alliance scale.
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RESULTS
Development of measures
Self-esteem - The self-esteem measure, previously shown to have sufficiently high re­
producibility (0.92) and coefficient of scalability (0.72; Rosenberg, 1979), was found 
to have sufficient overall reliability (Cronbach's alpha = 0.8065). The alpha score of the 
baseline self-esteem measure was 0.8222, and the mean level of baseline self-esteem 
was 22.688 (SD = 4.143, range = 1 4 -  30). The alpha of the outcome self-esteem was 
0.7842, and the mean level of baseline self-esteem was 24 (SD = 4.320, range = 16 - 
33). Rosenberg (1979) claims that scores <20 represent low self-esteem, and scores 
>20 represent high self-esteem. Change in self-esteem was calculated by subtracting 
the baseline score from the outcome score; thus a positive change represents improve­
ment in self-esteem. The mean level of change in self-esteem was 1.313 (SD = 4.6, 
range = -5 -12); of the 16 participants 7 improved, 2 stayed the same, and 7 regressed. 
Figure 1. represents the change from baseline to outcome self-esteem of the partici­
pants (see appendix 8 for representation of baseline and outcome self-esteem).
Figure 1. Change in self-esteem
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SCL-90R - Similarly, the SCL-90R measure was found to have sufficient overall reli­
ability (alpha = 0.9698). The alpha score of the baseline SCL-90R measure was 0.967, 
and the mean level of baseline SCL-90R was 137.5 (SD = 61.1, range = 19 - 239), 
which is lower than the mean score of psychiatric outpatients reported by Derogatis
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(1977) of 192.6. The alpha score of the outcome SCL-90R was 0.9686, and the mean 
level of outcome SCL-90R was 104.188 (SD = 56.221, range = 5 - 220), which is a lit­
tle lower than the mean score of non-patients reported by Derogatis (1977) of 118.8. 
Change in SCL-90R was calculated by subtracting the outcome score from the baseline 
score, thus a positive score represents a reduction in psychosocial symptoms. The 
mean level of change in SCL-90R was 33.313 (SD = 45.763, range = -46 - 139); of the 
16 participants 14 improved, and 2 regressed. Figure 2. represents the change from 
baseline to outcome SCL-90R (see appendix 9 for representation of baseline and out­
come SCL-90R).
Figure 2. Change in SCL-90R
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Psychological mindedness - The PMS measure was also found to have sufficient 
overall reliability (alpha = 0.6591). However, the alpha score of the baseline PMS 
measure was 0.5011 (mean baseline score = 130.438, SD = 6.87, range =118 -  146), 
while the alpha score of the outcome PMS was 0.7356 (mean outcome score = 
133.875, SD = 9.394, range = 115 - 151) suggesting that findings should be inter­
preted with caution. These mean scores of the PMS are in line with findings of Conte 
et al. (1995) who reported the mean score of psychologically minded individuals to be 
154.33, and of low psychologically minded individuals to be 125.93. Change in psy­
chological mindedness was calculated by subtracting the baseline score from the out­
come score, thus a positive score represents increased psychological mindedness. The 
mean level of change in PM was 3.475 (SD = 8.477, range = -15 - 17); of the 16
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participants 10 improved, and 6 regressed. Figure 3. represents the change from base­
line to outcome PMS (see appendix 10 for representation of baseline and outcome 
PMS).
Figure 3. Change in psychological mindedness
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Motivation - The motivation measure was found to be sufficiently reliable (al­
pha = 0.8905), and the mean level of motivation was 157.188 (SD = 21.634, range = 
111 - 185). Figure 4. represents the level of motivation for participants; see appendix 
11 for scores.
Figure 4. Motivation for psychotherapy
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Therapeutic alliance - The therapeutic alliance scale was also found to be sufficiently 
reliable (alpha = 0.8955), and the mean level of therapeutic alliance was 74.438 (SD = 
9.926, range = 53 - 91). Figure 5. represents the level of therapeutic alliance for par­
ticipants; see appendix 12 for scores.
Figure 5. Therapeutic alliance
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Efficacy expectancy - And finally, efficacy expectancy was measured on a 1 item 
10-point Likert scale. The mean level of efficacy expectancy was 6.467 (SD = 1.407, 
range = 4-9).  Figure 6. represents the level of efficacy expectancy for participants; see 
appendix 13 for scores.
Figure 6. Efficacy expectancy
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184
Characteristics of sample
Psychological mindedness - T-tests and correlations were conducted to examine the 
relationship of sex and age with baseline and change in PM to identify possible con­
founding variables. Sex and age were not found to be related to baseline PM (sex, t = 
-0.2, p = 0.844) (age, r = -0.3495, p = 0.185), or change in PM (sex, t = 0.81, p = 
0.434) (age, r = 0.2706, p = 0.311).
Outcome - Similarly, t-tests and correlations were conducted to examine the relation­
ship of sex and age with change in symptomatology or self-esteem. Sex was not found 
to be related to change in SCL-90R (t = -1.03, p = 0.322) and change in Rosenberg 
Self-Esteem (t = -0.2, p = 0.842). Age was also not found to be related to change in 
SCL-90R (r = -0.0125, p = 0.963) and change in Rosenberg Self-Esteem (r = -0.12, p 
= 0.658).
Therapeutic alliance and dispositional variables - Finally, t-tests and correlations 
were conducted to examine the relationship of sex and age with therapeutic alliance, 
motivation and efficacy expectancy. Sex was not found to be related to therapeutic alli­
ance (t = 0.47, p = 0.642), motivation (t = 0.97, p = 0.347), or efficacy expectancy (t = 
0.07, p = 0.944). Age was also not found to be related to therapeutic alliance (r = 
0.1182, p = 0.682), motivation (r = 0.2712, p = 0.31) or efficacy expectancy (r = 
-0.326, p = 0.236).
Psychological mindedness with outcome
Baseline PM - In order to test the first hypotheses that change in PM, rather than 
baseline PM, would be correlated with outcome, tests were conducted to identify the 
relationship of baseline PM with outcomes. Both the SCL-90R (r = 0.0, p = 1) and the 
Rosenberg Self-Esteem Scale (r = 0.4553, p = 0.076) were not found to be signifi­
cantly related to baseline PM.
Change in PM - Correlations were also conducted to identify the relationship of 
change in PM with outcomes. Both the SCL-90R (r = -0.0457, p = 0.866) and the
185
Rosenberg Self-Esteem Scale (r = 0.1997, p = 0.458) were not found to be signifi­
cantly related to change in PM.
Psychological mindedness with therapeutic alliance and dispositional variables 
Baseline PM - In order to test the second hypotheses that change in PM, rather than 
baseline PM, would be correlated with therapeutic alliance and dispositional variables 
further tests were conducted. Baseline PM was not found to be related to therapeutic 
alliance (r = 0.1495, p = 0.580), or motivation (r = 0.2685, p = 0.315), however effi­
cacy expectancy was shown to have a significant relationship with baseline PM (r = 
0.5582, p = 0.031, see figure 7.). This results indicates that the level of PM an individ­
ual has at the start of the therapeutic process is positively related with their level of ex­
pectation of a positive outcome.
Figure 7. Correlation of baseline PM with efficacy expectancy
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Change in PM - Correlations were conducted to identify relationships between 
change in PM and therapeutic alliance and dispositional variables. Change in PM was 
not found to be related to therapeutic alliance (r = 0.1576, p = 0.560), efficacy expec­
tancy (r = 0.2536, p = 0.362), or motivation (r = 0.31, p = 0.243).
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Relationship between therapeutic alliance and dispositional variables
Correlations were conducted to test the relationship between therapeutic alliance and 
dispositional variables. Therapeutic alliance was found to be significantly related to 
motivation (r = 0.5808, p = 0.018, see figure 8.), but not efficacy expectancy (r = 
-0.0669, p = 0.813). This results indicates that the strength of the therapeutic alliance 
is positively related to the level of motivation an individual has to engage in the thera­
peutic process.
Figure 8. Correlation of therapeutic alliance with motivation
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Finally, a correlation was found between motivation and efficacy expectancy (r = 
0.4993) which, while lying outside the level of significance (p = 0.058) represents a lin­
ear trend linking the two variables. This trend represents a possible positive correlation 
between the level of motivation an individual has to engage in the therapeutic process 
and their level of expectation of a positive outcome.
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DISCUSSION
The major purpose of this study was to identify the relationship of PM with therapeutic 
outcome as well as therapeutic alliance and dispositional variables. Of all the possible 
relationships, PM was not found to be significantly related to outcome, but baseline 
PM was found to be significantly related to efficacy expectancy, a finding which could 
not be located in the existing empirical literature. Considering the well documented re­
lationship between efficacy expectancy and outcome (Goldfiied, 1982; Herbert & 
Powell, 1989) these findings suggest the interpretation that, while baseline or change in 
PM may not be directly related to outcome, baseline PM may be related to outcome 
through the intervening variable of efficacy expectancy.
This study also intended to investigate the relationships between therapeutic alliance 
and dispositional variables. Again, apparently not documented in the literature was the 
finding of the significant relationship between therapeutic alliance and motivation. Be­
cause of the well documented relationship between outcome and both therapeutic alli­
ance (Haas, et al. 1988; Frank & Gunderson, 1990; Clarkin et al., 1987) and 
motivation (Goldfiied, 1982; Horowitz et al., 1984; Koenigsberg, 1989), and taking 
into account the trend relating efficacy expectancy, the following theoretical model of 
the relationship between these variables can be constructed (see figure 9.).
Figure 9. Mode! of psychological mindedness and outcome with intervening variables 
Baseline — ------------------- ^  Efficacy
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188
Clinical and research implications
To maximise therapeutic efficiency, the findings represented in this model suggest the 
utility of including PM as a significant indicator for suitability for insight oriented psy­
chotherapy (Flegenheimer, 1989; Taylor, 1995; Conte et al, 1995). This recommenda­
tion is based on the implication in the model that clients beginning therapy with low 
PM are consequently likely to have low efficacy expectancy and motivation, both of 
which reduce the likelihood of significant therapeutic progress.
Those contraindicated for such therapy may, according to the model, be more suitable 
for motivational interviewing (Miller, 1983) aimed at encouraging treatment participa­
tion through the cycle of change (Prochaska and DiClemente, 1983) and treatment effi­
ciency. As represented by the model, the findings suggest that such supportive and 
motivating therapy may best be pursued through the constructive use of the therapeu­
tic relationship. This recommendation takes up Clarkson's (1995) argument of the ad­
vantages of the intentional use of the five therapeutic relationships to utilise 
psychotherapy's most effective tool; the relationship (Norcross & Goldfiied, 1992).
While this model supports the findings of Conte et al. (1990) that baseline PM is re­
lated to outcome, though in this model through the intervening variable of efficacy ex­
pectancy, notably absent is the variable of change in PM. This finding supports 
previous research by Luborsky et al, (1988) who found that development of insight 
over the course of therapy is not significantly related to outcome.
This finding clearly challenges the notion that insight development is the central cura­
tive factor of psychotherapy (Namnum, 1968). However, before discarding the notion, 
which has been the foundation of most psychotherapy, further hypotheses should be 
tested. This study presents a hypotheses identified by reflecting on the above model. It 
speculates that while a simple effect of change in PM on therapeutic outcome may not 
exist, there may be an interactive effect with baseline PM. Thus change in insight may 
have a different relationship with outcome for clients with low baseline PM and those 
with high baseline PM.
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This has implications for future research which could investigate PM, paying closer at­
tention to the relationship between baseline and change in PM. While these interpreta­
tions and suggestions are derived from the current study a number of limitations should 
be noted.
Limitations of the present study
Participants - One of the main limitations of this, as with many outcome studies (see 
for example Piper et al., 1985), is the diversity of diagnostic categories and variation of 
severity represented in the sample population. Because of the possibility that homoge­
nous samples may show different results, by categorising participants according to pre­
senting symptomatology and severity future studies may obtain usefiil information on 
suitability for therapy, and also generate data allowing more reliable meta-analytic 
studies to be carried out. This argument can also be applied to other client characteris­
tics including variables such dimensions as demographic, personality, physiological and 
behavioural.
The results of this study also suggest that current theories, including those on which 
this study was based, may be simplistic, and so need further elaboration. Such elabora­
tion could consider the range of changes found in this study of PM and symptomatol­
ogy which were not in the anticipated positive direction. One possibility is that a 
different interaction of variables exists when PM reduces to when it increases, and 
when symptomatology reduces to when it increases. Participant 11 in this study, for 
example, was diagnosed as having a personality disorder and had the greatest reduc­
tion in PM over the course of psychotherapy, and the lowest level of efficacy expec­
tancy, and the second largest reduction in self-esteem. Such factors invite the enquiry 
of whether these variables are significantly related to each other in a different way to 
those participants bearing a positive change in PM. Tentative statistical test conducted 
by this study failed to support this hypotheses, however numbers in each cell were too 
small to yield reliable results.
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Such hypotheses suggest possible future research with greater number of participants, 
but also suggests associated research which could utilise qualitative techniques to ex­
amine the process of sessions, and observe the interaction of the different variables 
considered significant, while also eliciting feedback fi-om clients. Such data could gen­
erate fiirther theoretical models which could then be tested qualitatively.
The final limitation of this study with regard to the participants, as implied above, is 
the relatively small number of participants, which means that findings should be consid­
ered as tentative.
Measures - Another limitation of this study was the low reliability of the PMS, par­
ticularly in relation to baseline data. This low obtained reliability may be due to the fact 
that the single score of the scale is based on five independent factors; which, as McCal­
lum and Piper (1996) have pointed out, might mean that individuals may have idiosyn­
cratic scores on the dimensions, which when summed cancel each other out. It may be 
useful for future studies to rely on a scale that is based on a more precise definition of 
PM and enjoys a higher reliability coefficient for internal consistency.
A second methodological limitation of this study is the absence of pre-treatment base­
line measures for outcome variables which could be used to identify spontaneous re­
covery or relapses, thereby possibly allowing more accurate interpretations of the find­
ings.
Therapy - Finally, it must be acknowledged that the author of this article acted in dual 
role by also being the therapist fi-om which the data was derived. While it is generally 
recognised that this dual role of therapist/researcher poses certain conflicts, it is also 
recognised that the role of the therapeutic psychologist is not only to provide psycho­
therapy, but also to demonstrate the validity and efficiency of their work and to con­
tribute to psychological literature (Barkham, 1990). This scientific base of knowledge 
can in turn enable practitioners to pursue the philosophy of evidence based practice.
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Furthermore, it has also been a standard practice in studies investigating PM (e.g. 
Abramowitz & Abramowitz, 1974).
These limitations of the present study offer further suggestions for future research 
which attempts to replicate current findings or pursue further investigations into PM 
and outcome and intervening variables. These additional studies further contribute to 
the literature and help identify which treatment modalities are most effective for which 
group of clients.
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Appendix 1 Participant Demographics
Participant Sex Age
1 Male 29
2 Male 51
3 Female 36
4 Female 43
5 Female 27
6 Female 40
7 Female 32
8 Male 21
9 Female 42
10 Male 67
11 Female 27
12 Male 24
13 Female 29
14 Male 21
15 Female 29
16 Female 44
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Appendix 2: Psychological Mindedness Scale
Bronx Municipal Hospital Center 
P-M Scale
Name (Please p r in t)
four phrases- statements are l i s te d  below. Each statement i s  followed by
strongly  agree 
mostly agree 
mostly disagree 
strongly  disagree
Please place a check ( next to the phrase which best describes howyou feel about each.
1. I would be w illing  to ta lk  about my 
personal problems i f  I thought i t  might 
help me or a member of my family.
2. I am always curious about the reasons 
people behave as they do.
3. I think th a t  most people who are 
mentally i l l  have something physically 
wrong with th e i r  brain.
When I have a problem, i f  I ta lk  about 
i t  with a fr iend ,  I feel a lo t  b e t te r .
5. Often I d o n 't  know what I'm feeling .
6. I am w illing  to change old habits to 
try  a new way of doing things.
7. There are ce r ta in  problems which I could 
not discuss outside my immediate family.
8. I often find myself thinking about what 
made me ac t  in a ce rta in  way.
9. Emotional problems can sometimes make . 
you physically s ick .
10. When you have problems, talking about
them with other people ju s t  make them worse.
11. Usually, i f  I feel an emotion, I can 
iden tify  i t .
Strongly Mostly Mostly Strongly
Agree Agree Disagree Disagree
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strongly Mostly Mostly Strongly
Agree Agree Pi sagree Pi sagree
12. I f  a friend gave me advice about how to do 
something b e t te r .  I 'd  try  i t  out.
13. I am annoyed by someone, whether he is  a 
doctor or not, who wants to know about 
my personal problems.
14. I find th a t  once I develop a hab it ,  th a t  
i t  i s  hard to change, even i f  I know there 
i s  another way of doing things th a t  might 
be b e t te r .
15. I think th a t  people who are mentally i l l  
often have problems which began in th e i r  
childhood.
16. Letting off  steam by talking to someone 
about your problems often makes you feel 
a lo t  b e t te r .
17. People sometimes say th a t  I ac t  as i f  I'm 
having a ce rta in  emotion (anger for example) 
when I am unaware of i t .
18. I get annoyed when people give me advice 
about changing the way I do things.
19. I t  would not be d i f f i c u l t  for me to ta lk  
about personal problems with people such 
as doctors and clergymen.
20. I f  a good friend of mine suddenly s ta r ted  
to in su l t  me, my f i r s t  reaction might be 
to try  to understand why he was so angry.
21. I think th a t  when a person has crazy 
thoughts, i t  i s  often because he i s  very 
anxious and upset.
22. I 'v e  never found th a t  talking to other 
people about my worries helps much.
23. Often, even though I know th a t  I'm having 
an emotion, I don 't  know what i t  i s .  .
24. I l ike  to do things the way I 'v e  done them 
in the past. I d on 't  l ike  to try  to 
change my behavior much.
25. There are some things in my l i f e  th a t  I 
would not discuss with anyone.
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Strongly Mostly Mostly Strongly
Agree Agree Disagree Di sagree
26. Understanding the reasons you have deep 
down for acting in ce r ta in  ways is  
important.
27. At work, i f  someone suggested a 
d i f fe re n t  way of doing a job th a t  might 
be b e t te r .  I 'd  give i t  a t ry .
28. I 'v e  found th a t  when I ta lk  about my 
problems to someone e lse ,  I come up with 
ways to solve them th a t  I hadn 't  thought 
of before.
29. I am sens it ive  to the changes in my 
own feelings.
30. When I learn a new way of doing something,
I l ik e  to try  i t  out to see i f  i t  would 
work b e t te r  than what I had been doing 
before.
31. I t  is  important to be open and honest when 
you ta lk  about your troubles with someone 
you t r u s t .
32. I re a l ly  enjoy trying to figure  other 
people out.
33. I think th a t  most people with mental 
problems have probably received some kind 
of injury to th e ir  head.
34. Talking about your worries to another 
person helps you to understand your 
problems b e t te r .
35. I'm usually in touch with my fee l in g s .
36. I l ik e  to try  new things, even i f  i t  
involves taking r isk s .
37. I t  would be very d i f f i c u l t  for me to 
discuss upsetting or embarrassing aspects  of 
my personal l i f e  with people even i f  I 
t r u s t  them.
38. I f  I suddenly lo s t  my temper with some­
one, without knowing exactly why, my f i r s t  
impulse would be to forget about i t .
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Strongly Mostly Mostly Strongly
Agree Agree Disagree Disagree
39. I think th a t  what a person 's  environment 
(family, e t c . )  i s  l ik e  has l i t t l e  to do 
with whether he develops mental problems.
40. When you have t roub les ,  ta lk ing  about 
them to someone e ls e  ju s t  makes you 
more confused.
41. I frequently  d o n 't  want to delve too 
deeply in to  what I'm fee l ing .
42. I d o n 't  l ik e  doing things i f  there is  
a chance th a t  they won't work out.
43. I think th a t  no matter how hard you t ry ,  
y o u 'l l  never re a l ly  understand what 
makes people t i c k .
44. I think th a t  what goes on deep down in a 
person 's  mind i s  important in determining 
whether he will have a mental i l ln e s s .
45. Fear of embarrassment or f a i lu r e  doesn 't  
stop me from try ing  something new.
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Appendix 3: SCL-90R
INSTRUCTIONS:
Below is a  list of problems people som etim es have. 
P lease read eacti one carefully, and blacken the circle 
that b est d esc rib es  HOW MUCH THAT PROBLEM HAS 
DISTRESSED OR BOTHERED YOU DURING THE PAST 7 
DAYS INCLUDING TODAY. Blacken the circle for only one
num ber for each  problem and do not skip any items. If 
you change your mind, e ra se  your first mark carefully. 
Read the example before beginning, and if you have any 
questions p lease ask  them now.
I @ @
EXAMPLE
HOW MUCH WERE YOU DISTRESSED BY:
4) I B odyaches
<7
HOW MUCH WERE YOU DISTRESSED BY:
1 CD @ © @ H eadaches
2 ® ® © © N ervousness or shak in ess inside
3 ® ® © © R epeated unpleasant thoughts that won’t leave your mind
4 ® © © © Faintness or dizziness
5 ® © © ® Loss of sexual interest or pleasure
6 ® ® © © Feeling critical of others
7 CD ® © © The idea that som eone else  can control your thoughts
8 @ © © Feeling others are to blame for most of your troubles
9 CD ® © © Trouble remembering things
10 CD @ © © Worried about sloppiness or ca re le ssn ess
11 ® 0 © © Feeling easily annoyed or irritated
12 ® ® © © Pains in heart or ches t
13 CD © © 0 Feeling afraid in open sp a c e s  or on the s tree ts
14 CD @ © © Feeling low in energy or slowed down
15 ® © © © Thoughts of ending your life
16 (D © © © Hearing voices that other people do not hear
17 CD © 0 Trembling
18 ® CD © © © Feeling that m ost people cannot be trusted
19 @ (D © 0 Poor appetite
20 ® ® © © © Crying easily
21 CD © (3) ® Feeling shy or uneasy  with the opposite sex
22 @ CD © ® © Feelings of being trapped or caught
23 •0 @ © © Suddenly scared  for no reason
24 (§) CD CD © © Temper outbursts that you could not control
25 0 © © CD Feeling afraid to go out of your house alone
26 ® (D © © 0 Blaming yourself for things
27 (0 ) CD © © 0 Pains in lower back
28 (0) CD © © © Feeling blocked in getting things done
29 0 © © © Feeling lonely
30 0 © © 0 Feeling blue
31 ® © © © Worrying too much about things
32 ® 0 © © © Feeling no interest in things
33 0 © © © Feeling fearful
34 0 © © © Your feelings being easily hurt
35 ® 0 © © © O ther people being aw are of your private thoughts
36 CD © © © Feeling others do not understand lyou or are  unsympathetic
37 @ 0 © © CD Feeling that people are unfriendly or dislike you
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y HOW MUCH WERE YOU DISTRESSED BY:
38 ® ® ® ® Having to do things very slowly to insure correc tness
39 ( ? ) ® @ ® ® Heart pounding or racing
40 ® ® ® ® N ausea or upset stom ach
41 ® ® ® ® Feeling inferior to others
42 ® ® S o reness of your m uscles
43 ® ® ® ® Feeling that you are  w atched or talked about by others
44 ® ® ® ® Trouble falling asleep
45 ® ® ® ® Having to check and double-check what you do
46 ® ® @ @ Difficulty making decisions
47 ® ® ® ® Feeling afraid to travel on buses, subways, or trains
48 ® ® ® Trouble getting your breath
49 ® ® ® ® Hot or cold spells
50 ® ® @ ® Having to avoid certain things, places, or activities b ecau se  they frighten you
51 ® ® ® ® Your mind going blank
52 ® ® @ ® Num bness or tingling in parts of your body
53 ® ® @ ® A lump in your throat
54 ® ® @ @ Feeling hopeless about the future
55 @ ® ® Trouble concentrating
56 ® ® @ ® Feeling weak in parts of your body
57 ® ©) ® ® Feeling tense  or keyed up
58 ® ® ® ® Heavy feelings in your arm s or legs
59 @ ® ® Thoughts of death  or dying
60 ® ® (?) ® ® Overeating
61 ® ® ® ® ® Feeling uneasy when people are watching or talking about you
62 ® ® ® Having thoughts that are not your own
63 ® ® ® ® Having urges to beat, injure, or harm som eone
64 ® ® ® ® ® Awakening in the early morning
65 ® ® ® ® ® Having to repeat the sam e actions such a s  touching, counting, or washing
66 ® ® (2 ! (3) ® Sleep that is restless  or disturbed
67 ® 0 i2  : @ ® Having urges to break or sm ash things
68 ® a .2 ® ® Having ideas or beliefs that others do not share
69 ( ? ) J ' 2 ® ® Feeling very self-conscious with others
70 ® J 2 ( ? ) ® Feeling uneasy  in crowds, such a s  shopping or at a  movie
71 ® T 2 ® ® Feeling everything is an effort
72 ® T ' 2 ® 0 Spells of terror or panic
73 ® 1. 2 ® ® Feeling uncomfortable about eating or drinking in public
74 ® @ ( 2 ; ® 0 Getting into frequent argum ents
75 ® 1 (2: (3:: Feeling nervous when you are left alone
76 ® ® ( ? ; (3 ) ' 0 O thers not giving you proper credit for your achievem ents
77 ( ? ) 1 12) @ Feeling lonely even when you are with people
78 ® 1 ( ? ; (3 ) Feeling so  restless you couldn’t sit still
79 ® 1 ( 2 : ® ® Feelings of w orth lessness
80 ( ? ) ( ? ; ® ( D The feeling that something bad is going to happen to you
81 ® ( 1 ) ( ? ) ( 3 ) CD' Shouting or throwing things
82 ® ® 2 ® 0 Feeling afraid you will faint in public
83 ® vD I ? ; ® 0 Feeling that people will take advantage of you if you let them
84 ® @ (2 ) ® ( D Having thoughts about sex  that bother you a lot
85 ® ® ( ? ) ( ? ; 0 The idea that you should be punished for your sins
86 ® ® ® 0 Thoughts and im ages of a  frightening nature
87 ( ? ) ® (2 ) ® 0 The idea that som ething serious is wrong with your body
88 ® ® (? :' ® 0 Never feeling close to another person
89 ® ® @ ® 0 Feelings of guilt
90 ® (2 ) ® The idea that som ething is wrong with your mind
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Appendix 4: Rosenberg Self-Esteem Scale
The following 10 items address your views of yourself. There are no right or wrong answers so try to 
be completely honest in your answers. Results are completely confidential. Please indicate how 
strongly you agree or disagree with each item by circling the appropriate alternative:
Strongly Strongly
Agree Agree Disagree Disagree
1. On the whole I am satisfied with myself. SA A D SD
2. At times I think I am no good at all. SA A D SD
3 .1 feel that I have a number of good qualities. SA A D SD
4 .1 am able to do things as well as most other SA A D SD
people.
5 .1 feel I do not have much to be proud of. SA A D SD
6 .1 certainly feel useless at times. SA A D SD
7 .1 feel that I am a person of worth, at least on SA A D SD
an equal plane with others.
8 .1 wish I could have more respect for myself. SA A D SD
9. All in all, I am inclined to feel that I am a failure. SA A D SD
10.1 take a positive attitude toward myself. SA A D SD
Thank you
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Appendix 5 Penn Helping Alliance Rating Method
The following 10 questions address your views on your current experience of psychotherapy. There are no right 
or wrong answers so try to be completely honest in your answers. Results are completely confidential. Please 
circle the numbers which best represent your answers:
1. How much do y o u  feel that your therapist is warm and supportive?___________________________________
1 2 3 4  5 6 7 8 9  10
None Very Moderate Much Very
Little Amount Much
2. How much do you believe that vour therapist is helping you?________________________________________
1 2 3 4  5 6 7 8 9  10
None Very Moderate Much Very
Little Amount Much
3. How much do you feel changed by the treatment?_________________________________________________
1 2 3 4  5 6 7 8 9  10
None Very Moderate Much Very
Little Amount Much
4. How much do you feel a rapport with your therapist i.e. understood and accepted?_______________________
1 2 3 4  5 6 7 8 9  10
None Very Moderate Much Very
Little Amount Much
5. How much do you feel that your therapist respects and values you?___________________________________
1 2 3 4  5 6 7 8 9  10
None Very Moderate Much Very
Little Amount Much
6. How much do you believe in the value of the treatment process in helping you to overcome your problems? 
1 2 3 4  5 6 7 8 9  10
None Very Moderate Much Very
Little Amount Much
7. How much do you feel you and your therapist are working together in a joint effort, as part of the same team? 
1 2 3 4  5 6 7 8 9  10
None Very Moderate Much Very
Little Amount Much
8. How much do you share with your therapist similar conceptions about the cause of your problems?__________
1 2 3 4  5 6 7 8 9  10
None Very Moderate Much Very
Little Amount Much
9. How much do you believe that you are increasingly able to co-operate with your therapist in terms of
understanding your own behaviour?______________________________________________________________
1 2 3 4  5 6 7 8 9  10
None Very Moderate Much Very
Littie Amount Much
10. How much do you believe your therapist has provided you with tools for self-understanding?______________
1 2 3 4  5 6 7 8 9  10
None Very Moderate Much Very
Little Amount Much
Thank you 
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Appendix 6: Efficacy Expectancy Measure
The following 4 points address your goals in psychotherapy. There are no right or wrong answers so 
try to be completely honest in your answers. Results are completely confidential. Please circle the 
number which best describes:
1. your performance as you judge it to be at present;
1 2 
Extremely bad
5 6
Moderate
9 10
Extremely good
2. your performance as you would like it to be at the end of your treatment, i.e. what would be a real 
success for you;
1 2 
Extremely bad
5 6
Moderate
8 9 10
Extremely good
3. how sure you are that you could achieve this success;
1 2 
Not at all
5 6 7
Moderately sure
9 10
Extremely sure
Thank you
(NB efficacy expectancy is represented by the score for question 3)
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Appendix 7; Motivation for Psychotherapy Scale
The following 21 questions address your views on psychotherapy. There are no right or wrong 
answers so try to be completely honest in your answers. Results are completely confidential. Please 
circle the numbers which best represent your answers:
1. To what extent are you willing to make practical sacrifices for therapy (of time; to rearrange or give
UP other things to make theraov possible)?________________________________________________
1 2  3 4 5 6 7 8 9 10
Not at all Extremely
2. To what extent do vou communicate intimate information in an open and honest fashion?________
1 2  3 4 5 6 7 8 9 10
Not at all Extremely
3. To what extent do you expect therapy to be a process of helpful exploration involving some 
combination of gaining understanding and emotional experience, with vour therapist as a facilitator? 
1 2 3 4 5 6  7 8  9 10
Not at all Extremely
4. To what extent is your treatment a good fit to what you wanted, relevant and appropriate to your
concerns and goals?__________________________________________________________________
1 2 3 4 5 6  7 8  9 10
Not at all Extremely
5. To what extent do you find therapy pleasant, and are pleased with the opportunity to talk about your
problems? ____________________________________________________________________
1 2 3 4 5 6  7 8  9 10
Not at all Extremely
6. To what extent are you willing to tolerate pain, suffering, or unpleasantness as part of the
therapeutic process, in order to achieve some gains?________________________________________
1 2 3 4 5 6  7 8  9 10
Not at all Extremely
7. To what extent are vou introspective, focusing on internal thoughts, feelings, and reactions?______
1 2 3 4 5 6  7 8  9 10
Not at all Extremely
8. To what extent do vou have goals for theraov which are carefullv thought out, and clear?_________
1 2 3 4 5 6  7 8  9 10
Not at all Extremely
9. To what extent do you come to therapy out of curiosity and a desire to understand more about
vourself?___________________________________________________________________________
1 2 3 4 5 6  7 8  9 10
Not at all Extremely
10. To what extent do you believe that the people who are closest and most important to you will react
to vou being in theraov with encouragement or support?_____________________________________
1 2 3 4 5 6  7 8  9 10
Not at all Extremely
210
11. To what extent do vou desire to be in therapy?
1 2 3 4 5 6 7 8
Not at all
12. To what extent do vou view psychological well-being as an important concern?
1 2 
Not at all
8
9 10
Extremely
9 10
Extremely
13. To what extent are vou willing to change, explore, and experiment in therapy?
1 2 
Not at all
8 9 10
Extremely
14. To what extent are your goals for therapy realistic and compatible with what the therapy can 
probably accomplish?_________________________________________________________________
1 2 
Not at all
8 9 10
Extremely
15. To what extent are vour problems a result of important past and present experiences?
1 2 
Not at all
8 9 10
Extremely
16. To what extent do your social, personal, and work circumstances offer incentives for improved
functioning?________________________________________________________________________
1 2 3 4 5 6  7 8  9 10
Not at all Extremely
17. To what extent are vou concerned, worried, and distressed about vour problems and symptoms? 
1 2 3 4 5 6  7 8  9 10
Not at all Extremely
18. To what extent have vou had previous positive experiences with therapy?____________________
1 2 3 4 5 6
Not at all
19. To what extent is vour treatment intriguing or interesting?
8 9 10
Extremely
1 2 3 4 5 6
Not at all
20. To what extent do vou consider therapy likely to be of help?
9 10
Extremely
1 2 
Not at all
9 10
Extremely
21. To what extent do vou willingly engage as an active participant in the therapy situation?________
1 2 3 4 5 6  7 8  9 10
Not at all Extremely
Thank you
211
Appendix 8: Rosenberg Self-Esteem Scores
Participants 1 2 3 4 5 6 7 8 9 10 11 12 13 14 16 16
Baseline self-esteem 25 22 19 14 23 21 20 30 23 23 29 18 25 28 22 21
Outcome self-esteem 27 22 17 26 33 21 22 29 24 22 26 25 26 27 21 16
Change in self-esteem 2 0 -2 12 10 0 2 -1 1 -1 -3 7 1 -1 -1 -5
Baseline self-esteem
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1 2 3 4  5 6  7 8 9 10 11 12 13 14 15 16
Participant
Outcome self-esteem
10 11 12 13 14 15 16
Participant
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Appendix 9: SCL-90R Scores
Participant 1 2 3 4 5 6 7 8 9 10 11 12 13 14 15 16
Baseline SCL-90R 99 194 239 189 88 92 177 19 62 136 224 110 175 174 120 102
Outcome SCL-90R 78 148 220 50 5 89 144 11 51 114 122 156 142 116 94 127
Change in SCL-90R 21 46 19 139 83 3 33 8 11 22 102 -46 33 58 26 -25
Baseline SCL-90R
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2 0 0 1
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•à 0)
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Outcome SCL-90R
3 0 0 '
DU
1 . »(D0)
O 0u iA l
1 2 3 4  5  6 7 8  9 10 11 12 13 14 15 16
Participant
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Appendix 10: Psychological Mindedness Scores
Participant 1 2 3 4 5 6 7 8 9 10 11 12 13 14 15 16
Baseline PMS 124 133 129 137 131 136 126 129 131 118 130 146 134 136 120 127
Outcome PMS 130 132 128 145 136 141 138 123 128 135 115 149 129 151 132 130
Change in PMS 6 -1 -1 8 5 5 12 -6 -3 17 -15 3 -5 15 12 3
Baseline psychological mindedness
150
1 2 3
Participant
10 11 12 13 14 15 16
Outcome psychological mindedness
1 2 3
Participant
10 11 12 13 14 15 16
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Appendix 11: Motivation For Psychotherapy Scale Scores
Participant 1 2 3 4 5 6 7 8 9 10 11 12 13 14 15 16
Motivation 132 185 169 162 129 180 147 135 111 175 147 179 163 178 163 160
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Appendix 12: Penn Helping Alliance Rating Method Scores
Participant 1 2 3 4 5 6 7 8 9 10 11 12 13 14 15 16
Therapeutic
alliance
67 68 79 91 65 68 65 72 53 84 81 83 74 82 73 86
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Appendix 13: Efficacy Expectancy Scores
Participant 1 2 3 4 5 6 7 8 9 10 11 12 13 14 15 16
Efficacy
expectancy
5 6 8 6 6 8 7 6 * 5 4 9 7 8 7 5
* Missing data
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